**, . . the real evil in mental disorder is 
not to be found in the conflict but in 
the sense of isolation or estrangement. 
What is needed is forgiveness and resto- 
ration to . . . fellowship.” 


DR. ANTON T. BOISEN 
Chaplain Emeritus 
Elgin State Hospital, Ill. 
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after centuries of despair ...a hopeful prognosis 
Insane patient 
in “crib” 
The field of psychiatry has come a at 9 mental 
of psy yh institution, 
long way since crude devices such as — M 


the “crib,” but it is only in the past 
few years that many fundamental 
changes have been made in manage- 
ment and medication. 


Notable among new therapeutic 
agents is Pacatal. Unlike earlier 
phenothiazine compounds, Pacatal 
normalizes the thinking processes 
of the disturbed patient, yet leaves 
him alert. Rather than just afford- 
ing symptomatic improvement, as 
is the case with many sedatives and A 
tranquilizers, Pacatal profoundly 
influences the nature and direction- 
of-flow of the patient's affect, so 
that he becomes more accessible and 
cooperative. 


a significant contribution to psychiatric progress 


for normalization .’. . not sedation 


Pacatal 
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there is a dosage form 
of “Compazine’ 


for every hospital need 


Concentrate?, 10 mg.cc. (available to hospitals only)—convenient 
liquid form for those patients who “cheek’’ tablets; for those patients 
who refuse oral medication it can be easily disguised by mixing with 


liquid or semisolid foods. 


Tablets*, 5 mg., 10 mg. and (primarily for use in psychiatry) 25 mg. 
—for convenient manipulation of dosage. 


Spansulet capsulest, 10 mg., I§ mg., 30 mg. and (primarily for 
use in psychiatry) 75 mg.—for convenient all-day or all-night 
therapeutic effect with a single oral dose. 


Ampulst, 2 cc. (§ mg./cc.)—for immediate control of disturbed 
patients. 


Multiple dose vials*, 10 cc. (5 mg./cc.)—for greater economy, 
convenience and flexibility of doses. 


Suppositories, 5 mg. and 25 mg.—when neither oral nor parenteral 
administration is feasible. 


Syrup, 5 mg./teaspoonful (5 cc.)—for the very young or very old. 


{Special Hospital Packages available to non-profit and government hospitals. 


Compazine 


Smith Kline & French Laboratories, Philadelphia 
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How Residency Training 


Affects a State Hospital 


By ARNOLD R. BEISSER, M.D., Chiej of Professional Education 


GEORGE Y. ABE, M.D., Associate Superintendent 


ROBERT E. WYERS, M.D., Superintendent and Medical Director 


Metropolitan State Hospital, Norwalk, California 


N RECENT YEARS there has been a marked increase in the 
Mone of hospitals offering training for psychiatric 
residents. This reflects the increased awareness of the need 
for this specialty. Many state hospitals which have not had 
residency programs in the past are now developing them or 
are planning to do so. In 1953 a three-year approved pro- 
gram was begun at Metropolitan State Hospital in Norwalk, 
California. It began modestly with three residents. By 1959 
it has expanded to twenty-five residents, and is an important 
functicn in the hospital. It has undergone many changes 
and improvements. The pathway to growth has been a tor- 
tuous one, fraught with many difficulties. It is our purpose 
to describe some of these and the effects of the program on 
the hospital operation. 

The usual reason for establishing a residency training pro- 
gram in a state hospital, or a hospital which is not primarily 
a training center, is the vague notion that in some way this 
will improve the hospital. There may even be the naive as- 
sumption that it will mean extra doctors to do the work. 
This can prove to be inadequate motivation, and will quick- 
ly lead to disillusionment. 

What then are the considerations? Of primary importance 
is to consider what the hospital can offer a resident. There 
should be a conviction among staff members that they have 
something useful to offer and that they are willing to assume 
the enormous responsibility of training. Teaching personnel 
must be adequate in quality as well as quantity, both from 
within the hospital and from consultants. Metropolitan State 
Hospital is in a fortunate geographical location to obtain 
consultants, since it is near medical schools and psychoanaly- 
tic institutes. 

In a state hospital setting, special attention must be given 
to the availability of training in other settings. Certainly 
the hospitalized psychotic population represents a group of 
central importance to psychiatry. Yet it is not representative 
of the whole of psychiatry. Training opportunities must be 
secured for work with children and in a general hospital 
setting. Community outpatients are rarely available to 
state hospitals. and experiences in a community clinic are 
very different from those in a hospital. 

The main body of the experience we wish to report here 
concerns the effect on the hospital structure and staff rela- 
tionships of the introduction of a training program. A con- 
siderable amount of turmoil may be created. The hospital 
preparing to embark on such a program is in a position 


somewhat analogous to that of the therapist who is consid- 
ering long-term psychotherapy of a patient. Like the thera- 
pist, the hospital must assess its ability and experience to do 
the job. It must consider if it is economically sound and 
feasible in terms of time necessary. Consideration must be 
given to the kind of “countertransference” which is likely to 
develop. The principle that some therapists should not treat 
some patients because of the reactions which the patient may 
cause in the therapist, can be extended to the hospital situ- 
ation. For a residency program will, unless stifled by re- 
strictions, create unrest. The hospital, like the therapist, will 
be of limited effectiveness in its task if the internal turmoil 
created is too great or if it “acts out” with restrictions or 
hostility. 


Reality Problems of Budget 


Residents will not accept with the same resignation as the 
staff some of the limitations which are inherent in state hos- 
pitals. We believe that if they appear to accept these it is 
only because they have not been given an opportunity to 
express themselves. Personnel and budget shortages are 
usually the problems of greatest concern to state hospitals. 
Staff members may be conditioned to “doing without” but 
the residents are not. Their only commitment to the hospital 
is to learn as much as they can and treat their patients in 
the best way possible. They will agitate for more personnel 
and more supplies for their patients. This is a major prob- 
lem to the administrator who is limited by budget and com- 
mitted to equal treatment of all patients. 

Outmoded policies, which may be the backbone of the 
security of a state hospital, will be carefully scrutinized. The 
question “Why?” will be prominent. This is an area which 
the administrator may find somewhat uncomfortable but 
which he, nevertheless, can do something about. Procedures 
which involve taking risks are often at a minimum in 
hospitals. This caution will be sharply criticized if it 
appears that it is not therapeutic to patients. In some ways. 
the presence of residents is like having a therapeutically- 
oriented investigating committee which is on regular duty. 

Many training programs already existed in our hospital 
at the time the psychiatric residency began. Those for psy- 
chologists, social workers, occupational therapists, physical 
therapists, pastoral interns, student nurses, and psychiatric 
technicians had been in operation for some time. But they 
had had relatively little effect on hospital operation and 


existed somewhat in isolation and without disturbing things. 
When something new is introduced into a stable situation, it 
may be treated like a foreign body. Few will welcome it and 
most will view it with suspicion and distrust and as a threat 
to security. 


Problems with the Medical Staff 


The role of the resident was not clear at first. There was 
no precedent to establish his place in the authoritative hier- 
archy. He was, in a sense, a psychiatrist; but he was a 
psychiatrist without portfolio. What, for example, was his 
relationship to staff physicians who were not psychiatrists? 
Some whose experience and training were less than that of 
the resident occupied staff positions. Each staff member had 
his own unique view of where the resident should fit in the 
hierarchical structure. 

The staff psychiatrists saw the residents as their assistants 
who would help them with the work. They saw residents as 
uninitiated physicians, awaiting their words of wisdom. As 
it became clear that administrative policies kept the size of 
the residents’ caseload at a minimum, this view changed. 
Now residents were pampered pets who were interfering with 
the valiant efforts of staff members to care for the vast num- 
ber of patients assigned. Instead of being relieved of duties, 
they found additional time was required to teach and “clean 
up the messes left by the residents.” The words of wisdom 
often were accepted only as words. 

From the residents’ viewpoint this was the “old guard” 
inhibiting progress towards stamping out mental illness. 
Each resident saw himself as a modern Pinel, trying to lib- 
eralize archaic procedures. The result was that these men 
would sometimes leave orders which were not in keeping with 
policies. Their orders were sometimes rescinded without 
notification. On occasion, a patient, being treated by a resi- 
dent, would suddenly be transferred to another ward. Their 
patients in psychotherapy would sometimes be given elec- 
tric shock. Residents identified with the patients against the 
controls of the staff. Their attitude was, “If it weren't for 
the staff, you and ! could lick this problem.” There were 
many occasions when restrictions could have been liberal- 
ized, but there were also many instances in which controls 
were therapeutic and of benefit to the patient. Needless to 
say, the patients were caught in the middle of these conflict- 
ing attitudes between their authority figures. As staff mem- 
bers became more skillful supervisors, many problems could 
be solved. But even experienced and talented supervisors 
had to grope for solutions to relationship problems which 
had not been faced before. An important step towards the 
resolution of staff-resident tensions was the introduction of 
a weekly meeting designed solely to air problems which 
existed. As common problems were seen, there developed a 
greater unity of purpose among all members of the medical 
staff. The resident’s role became more clearly defined, and 
his relationship with the other members of the medical staff 
more secure. 

Many of the probiems could probably have been avoided 
had the resident’s role been clearly structured. But the 
subtleties of this role were difficult to anticipate in a setting 
new to residency training. Rigid definitions would have 
forced residents into the mold of the hospital. As it was, 
however, there were beneficial changes in the hospital as 
well. Residents came to have more understanding of hospi- 


tal problems, and hospital policies became more flexible. As 
residents learned that controls could be therapeutic, the staff 
learned that controls could often be done away with or 
attenuated. 

The psychology and social service departments anticipated 
with enthusiasm the arrival of residents. They saw them. 
selves rightfully in the role of teachers. They looked for. 
ward to a group of eager students. They hoped to indoctri- 
nate them with the “pure gold” of their disciplines. They 
hoped that a new group of psychiatrists would develop who 
would have the appropriate respect for their professions. 


Problems with Paramedical Services 


From the residents’ standpoint. however, their roles were 
even less clear with paramedical personnel. Although they 
recognized the important contribution to their learning that 
these individuals could make. they saw them as rivals, 
competing for a tenuously-held medical degree. Reactions 
were varied. Some residents felt so inadequate that they 
would give up the role of medical responsibility to a strong 
psychologist or sociai worker. Sometimes it was too readily 
accepted. Other residents jealously guarded their medical 
status. The paramedical specialist felt “I am experienced, 
you must listen to me,” and was offended when a resident 
had problems in accepting information. In addition, there 
might have been a tinge of envy because in a few years 
these neophytes might command higher salaries and prestige. 
Relationships with the psychology and social service depart- 
ments had many ups and downs. They were, on several 
occasions, punctuated by withdrawal from the teaching pro- 
gram. On other occasions, the residents would refuse to be 
“talked down to.” 

As in the case of the relationships with the medical staff, 
it appears that this period of chaos and hostilities has had 
some positive effects. It required that a considerable amount 
of thought be given to the individual’s role in the team. and 
there has developed more understanding and respect for dif- 
ferences in job orientation. An important force in making 
this conflict useful was the improved team conference. 


Problems with Nursing Services 


The greatest conflict developed between nursing personnel 
and residents. As in most state hospitals, nurses and techni- 
cians represented the backbone of the hospital. Often they 
practically ran the wards because of the shortage of doctors. 
They had routines which were deeply ingrained and certain 
old “bug house” attitudes which were extremely important 
to them. This “new kind of doctor” was hard to under- 
stand. The reduced work load of the residents permitted 
much time for individual work with patients. This created 
greater demands on the ward staff, particularly when a 
resident requested less rigidity in the handling of a patient. 
With routine as the core of their security, nursing personnel 
viewed such requests as a real threat. 

Occasionally, direct efforts were made to sabotage the 
residents’ work with patients. In one instance a technician 
was heard to say to a patient, “Don’t pay any attention to 
these young doctors. They don’t know what they're talking 
about.” This kind of open resistance. however, was easier 
to deal with than the subtler forms which went under- 
ground. Orders would be left undone or “forgotten.” Ques- 
tions regarding a patient would be taken directly to senior 
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staff members instead of to the resident who was treating 
him. Nursing personnel would refuse to carry out certain 
orders, saying that they could not do so without authoriza- 
tion from their supervisors. If a patient became disturbed, 
it was assumed that he was “getting psychotherapy from a 
resident.” Although this was sometimes true, it was inter- 
esting to note the number of times that the complaint was 
incorrect. Problems became so serious that there was an 
almost complete breakdown in communications between resi- 
dents and the nursing personnel on their wards. 

An important feature which assisted in the resolution of 
some of these problems was the team conference. It had 
to be emphasized and re-emphasized that one function of a 
psychiatrist in his training was to learn to deal with the 
interpersonal problems of team members. As the nurses and 
technicians felt more certain of their roles in relationship to 
the residents, they were able to offer the useful advice and 
information of experience. In meetings, it was sometimes 
important to clarify that what was being considered was in 
the service of the patient. Generally, when this became 
clear. there was an easing of tension. with a unity of purpose. 


Some Effects of the Program on the Hospital 


A considerable amount of turmoil was created by the in- 
troduction of the residency program. Problems which had 
lain dormant were focused upon. The state of apathy 
which often characterizes large mental hospitals is less 
prominent now. Many of the tensions which were created 
have been resolved: but at least an equal number remain 
unsolved. Certainly the hospital is more uncomfortable with 
its deficiencies. There remains a hard core of problems 
which cannot be solved by internal change. Insufficient per- 
sonnel and inadequate drug budgets do not yield to confer- 
ence methods, although there may be improvement in dis- 
tribution. These apparently insoluble problems often lead 
to much griping and discontent. In a sense, before the resi- 
dency program there was “bliss in ignorance.” Our ap- 
proach to these difficult problems has been “Now we have 
established what we cannot do. let us concentrate on what 
we can do.” This is a practical, expedient measure but un- 
fortunately does not solve the concrete problem. 

The increased introspection which has developed has done 
much to clarify policies, liberalize procedures, and assist in 
making workable definitions of interdisciplinary roles. The 
willingness to consider problems has increased and generally 
“this is the way we've always done it” is no longer a satis- 
factory answer. 

There have been some interesting effects on recruitment 
of physicians. A number of psychiatrists with outstanding 
training have come to the hospital to work because of the 
opportunities to teach and work with residents. These men 
have made excellent contributions to hospital treatment pro- 
grams. Many of the psychiatrists who have completed their 
training at our hospital have remained on the staff. Many 
others have expressed an interest in returning when posi- 
tions are available. This represents a hitherto unavailable 
source of recruitment of psychiatrists. 

As a direct result of the residency program. an outpatient 
department has been formed to allow for follow-up of cases. 
This clinic has grown to a large after-care service which 
facilitates leave-planning and now also serves community 
outpatients. 


Some Effects on Patient Care 


The all-important question is “What has all this done to 
patient care?” One thing is clear: there is a marked reduc- 
tion of the number of patients seen by each doctor: thus a 
greater number are seen individually. In addition, because 
of the general increase in communications, problem cases 
are discussed freely with the thoughts, “What have we done 
wrong?” and “What other possibilities are there?” There 
is constant interest in and frequent revision of standards. 
Where formerly there was rapid staff turnover, today there 
is considerable staff stability. Thus work with patients is not 
interrupted, and in most cases the same doctor will see a 
patient throughout his hospital stay. 

The residency training program has now become alloyed 
with the rest of the hospital. But it has not lost its value as 
a stimulant. It has served as a catalyst to improve the care 
and treatment of patients and it has brought about changes 
that are consistent with progressive and dynamic hospital 
practice. 


Project HOPE 


Project HOPE (Health Opportunity for People Every- 
where) is the prime function of the People-to-People Health 
Foundation. The purpose of this project, which is endorsed 
by the American Medical Association, is to bring the skills 
and techniques developed by the American medical profes- 
sion to the people of other nations in their own environment 
and adapted specifically to their needs and their way of life. 

The heart of Project HOPE will be a fully-equipped 800- 
bed hospital ship, the Consolation, a U.S. Navy veteran of 
World War II and the Korean conflict. The ship will serve 
as a medical school: a training and treatment center; a base 
for medical. nursing. and sanitation teams: and the logistic 
center for medical aid and health and exchange programs. 
Expert personnel from the American President Lines will 
assume the responsibility for operating the vessel. 

Full-time and rotating medical personnel will be selected 
from among the top people in the field of medicine and 
health. The permanent staff will consist of ten to fifteen 
physicians and surgeons, two dentists, twenty graduate 
nurses, twenty technicians, and secretarial and administrative 
personnel. Space will be provided for research in epidemi- 
ology. nutrition, sanitation, public health, and other special- 
ized fields to be determined by geographical needs and 
budgetary limitations. A teaching and training program for 
native medical and paramedical personnel is also planned. 
In addition to the clinical and teaching activities on board. 
mobile units will be sent from the ship to serve remote areas. 

Project HOPE, which will cost over $3 million annually. 
will be supported entirely by voluntary contributions. It 
should be stressed that projects will be undertaken only 
where an invitation is issued by the physicians of the nation 
involved. The work done will, in large measure, also be de- 
termined by the needs expressed by the medical professions 
of the countries visited. It is anticipated that the exchange 
of knowledge and techniques will be such that our own 
medical personnel will learn as much as they impart. 
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In another study’ the drug 
was found particularly 
useful in patients with 
association defect, 
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anxiety, while patients with 
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respond. 
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dosage adjustment is, how- 
ever, especially important. 


1. Ferrand, P. T.: Minnesota Med. 41:853 (Dec.) 1958. 
2. Edisen, C. B., and Samuels, A. S.: A.M.A. Arch. Neurol. & Psychiat. 80:481 (Oct.) 1958. 
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| pemter I had what seems to me to be an extremely thoughtful letter from a young man. 
I would like to quote parts of it for you, so that you may join me in some soul searching 
and planning. 

I quote: 

“Is there, generally speaking, throughout the nation a fresh and upcoming supply of medical 
superintendents or mental health administrators? Another way of phrasing this might be: What 
is the average age of medical superintendents right now? Another fairly simple one: What is 
the average age of clinical directors or assistant medical superintendents? Somewhat more com- 
plex: Do state systems have anything approaching organized training and development pro- 
grams for the top-level leaders of the future? 

“I mentioned a precipitating factor in Dr. Blank’s resignation. The plain fact is that it is 
going to be difficult to replace him. By the same token, two of our men are over 70, and an- 
other is fast approaching it. If any of these men were to resign, retire, or die, we would be in 
that much more of a jam. States compete with each other, and we might hope to lure someone 
across the line in any of these instances. But then, it is probable that someone else has done the 
same to us as far as Dr. Blank is concerned. 

“I wonder if the facts are really known? Were they to be, I think that we would discover a 
rather macabre game of musical chairs, or beggar thy neighbor. Musicai chairs is not a good 
analogy— it is somewhat the opposite, in the sense that the diminution is not in the number of 
positions but in the number of incumbents. In other words, when the music stops, instead of 
a chair being removed, a player drops out. 

“I note that the A.P.A. Committee on Certification of Mental Hospital Administrators has 
certified in toto 547 people, with 81, or about 15 per cent, being certified by examination. At 
the most recent go-round, the committee certified a total of 44 new people, with 18, or about 
40 per cent, certified by examination. The over-all figure certainly suggests that 85 per cent of 
certifiable men are of a certain age. The proportionate increase in examinations suggests that 
younger men are beginning to come forward. But I wonder what the general trend really is? 
I suspect that some good statistical work would reveal a decline in the number of applications. 

“Maybe we all know or suspect these things. Or maybe they are not true. I am not attempting 
to suggest any remedy. But I do think that a definitive study is in order. 

“I think you will agree that forecasting of some trends is of critical importance in planning 
for the decades to come. It may develop that we are fighting a lost cause and that we will have 
to take a fresh look. 

“The basic question remains—is there a continuing source of fresh medical talent?” 
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RETROSPECTIVE EXAMINATION 
OF A CLINICAL OVERSIGHT 


By ROBERT D. MEHLMAN, M.D. 
Senior Resident Physician 
Massachusetts Mental Health Center 


Teaching Fellow in Psychiatry 
Harvard Medical School 


O« of the mast striking developments in the modern 
psychiatric hospital is the increasing tendency of 
those in charge to divest the patients of restraints. This 
movement, like most psychiatric developments, stems from 
various sources of inspiration. The relative importance of 
these varies from place to place, so that the movement has 
matured under the widest possible range of circumstances. 

Sometimes the motivations behind the movement have 
been apparently inconsistent. The decision to keep a ward 
door open instead of closed and locked may be arrived at 
for any one of many basically conflicting reasons. There are 
inherent disagreements about patient needs; uncertainty as 
to the goals of treatment; confusion in philosophies of pa- 
tient care. Such disagreements and confusions may even 
exist within a functioning hospital unit. The conflict carries 
with it the all-too-evident danger of neglect of the patients’ 
real needs, while theoretical controversy is masked by super- 
ficial agreement concerning the methods immediately and 
visibly involved. 

From the medical point of view, one of the most signifi- 
cant reasons to open the doors, do away with seclusion, and 
eliminate strong jackets is to try to treat the psychotic 
patient as a person with whom the business of everyday 
life can be transacted very much as it is with non-psychotic 
individuals. (This philosophy, which holds that the psy- 
chotic patient has many normal needs and responses, is in 
marked contrast to the apathetic view of psychosis as the 
inevitable result of mysterious, unfathomable, and inexora- 
ble disease processes). By such means, there has been a 
diminution of the fear engendered by the disturbed individ- 
ual and, with the easing of this fear. there have been in- 
creasing efforts to take only such precautions as are de- 
manded by what is understood or not understood of the 
patient’s emotional state at any given time. This freedom 
enables the patient to appear as the person he is, with be- 
havior that is predominantly understandable and interpret- 
able, rather than as an incomprehensible creature whose con- 
trol may be easily lost. and whose self is obscured by artifi- 
cial restraints and his secondary reactions to them. As 
might be expected. the need to use restraints has diminished 
as knowledge and confidence have increased. 


Trend Toward More Liberal Treatment 


As well as a purely medical motivation, of course, both 
enlightened and unenlightened humanitarian motives have 
played a large part in the impetus toward freer ahd more 
open hospitals. There is a constant and highly romanticized 
battle between authority and rebellion, which manifests it- 
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self in our social institutions as well as in our own personal 
development, and which has not by-passed the determination 
of psychiatric practices. Certainly the Massachusetts Men. 
tal Health Center has been no exception in the impact of 
these developments and factors. On the contrary, there is 
here increased emphasis upon the use of psychotherapy and 
upon efforts to understand, as part of the treatment of psy- 
chotic patients. This orientation, which has flourished dur- 
ing the past ten years, has turned us into an institution 
where patients with the full range of emotional disturb. 
ances are treated with negligible use of physical restraint, 

The trend was particularly evident during the several 
weeks prior to the Christmas holidays of 1958. From the 
fall of that year, there had been an intensified effort in the 
direction of removing all remaining vestiges of unnecessary 
restrictions. These efforts had resulted in the successful 
opening of the last locked or guarded door in the hospital, 
the mixing of the sexes on the same wards, and a gradual 
diminution in the use of seclusion, thus resulting in about 
as free and unrestrained a ward milieu as the physical plant 
would permit. Except for the few patients with organic 
brain damage and resulting dementias, this system had quick- 
ly proved its feasibility with an actual decrease. for exam- 
ple, in the number of escapes during the several weeks fol- 
lowing the opening of the last door as compared with those 
weeks preceding. With this success came the development 
of enthusiasm for the system on the part of even the most 
conservative of the old-time hospital employees, who had 
previously been quite united in their reluctance to participate 
in such a system. From a practical point of view. the wards 
were, if anything, running considerably better than they had 
under the more restrained system. 


Holidays Bring Chaos 

With the arrival of the Christmas holidays, however. there 
ensued a gradual exacerbation of antisocial behavior. cul- 
minating in a display of unusual violence and obstreperous- 
ness during the weekend following Christmas. One patient, 
an adolescent girl who had been making steady progress for 
several months and who had begun to work well in her 
therapy, reverted to the impulsive behavior she had exhibited 
during the first few months of her stay in the hospital. As 
on an earlier occasion, she ran out of the hospital and made 
a suicidal gesture of running in front of an automobile. 
A middle-aged male patient, who had done little in the way 
of dramatic gestures heretofore. left the hospital in his pa- 
jamas on the coldest day of the year. An eighteen-year-old 
left the building more quietly, having played one member 
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of the staff against another sufficiently to create a situation 
of such covert disagreement that not only was his departure 
facilitated, but also one of the attendant staff, sympathetic 
to his cause, had agreed to put him up for the night! An- 
other young man, a patient in intensive therapy for two 
years and on the ward for many months without violent 
behavior, struck a student nurse hard enough to produce a 
black eye. A severely neurotic female patient ran away and 
took a large dose of proprietary sleeping medication. An- 
other adolescent girl, in league with two of the older more 
regressed patients, broke windows. The wards were in a 
state of chaos and almost totally out of the control of those 


in question. One of these patients demanded to have her 
clothes taken away and to remain in pajamas. It is note- 
worthy that this device had occasionally been used as a form 
of restraint in the past for patients who frequently ran away. 
Also, a large percentage of the patients who ordinarily were 
up and about of their own accord had voluntarily taken to 
bed and refused to get up. The whole effect was one of 
strangeness to those who knew the wards and the people on 
them. This kind of apparent inappropriateness and _per- 
ceptible strangeness continued in gradually-diminishing 
fashion for several days and carried over into many of 
the patients’ everyday behavior and relationships. 


in charge. 

The immediate reaction of the ward 
doctors and personnel was to attribute 
this upset to the well-known factors in- 
herent in the Christmas season, which 
contribute to the exacerbation of emo- 
tional difficulties in so many mental 
hospital patients. Christmas is a lone- 
some time for all, it was said, reawaken- 
ing so many unsolved early emotional 
problems, reminding one of earlier per- 
sonal losses, lighting up depressions—a 
time during which such things cannot 
be as effectively denied because of the 
intrinsic qualities of the season. This 
explanation was entirely plausible and 
made complete sense to all those who 
had had the repeated experience of see- 
ing outpatients returning in consider- 
able numbers to the inpatient service 
around Christmastime. 


Strange Behavior Marked 


It soon became clear. however, that 
this explanation failed to account com- 
pletely for all the available facts. On the 
Monday morning following the week- 
end described above, each patient was 
seen as usual, individually and in small 
groups, on walking-rounds by the chief 
of service and the head nurse of the 
ward. 

By the time all of the patients had 
been seen, it had become overwhelmingly 
clear that many of them were asking a 
similar sort of apparently inappropriate 
question. “Who are you?” was asked by 
several of the more regressed patients, 
who were well-acquainted with the inter- 
viewer. “Who's my doctor?” was asked 
in various ways by several patients who 
had been in long-term intensive therapy 
for several months and who had been 
progressing well for some time. “We 
have no nurses,” said several patients 
when asked about the momentary ab- 
sence from the ward of a student nurse. 
In addition, two patients voluntarily 
restricted themselves to the ward, thus 
establishing a precedent for the wards 


In fact, however, these comments and activities proved 


“incontinent wards... 
free odor” 


erifil tablets 


A new study’ of 170 incontinent psychiatric patients proves DERIFIL 
Tablets effective in controlling ward odors. With oral administration of 
high-potency DeriFit Tablets, “...fecal and urine odors disappeared, 
so that, from an odor standpoint, the incontinent wards were virtually 
indistinguishable from other wards.” In an earlier study, DERIFIL was 
termed “...a product of significance to the mental hospital....effective, 
easily administered, economically feasible....’” 

Containing 100 mg. of purified, water-soluble chlorophyll derivatives 
(as standardized in Tests and Standards for New and Nonofficial Reme- 
dies), DeRiFiL Tablets provide up to twenty times the activity of pre- 
viously available chlorophyllin tablets. One Deririt Tablet daily 
normally provides effective odor control, though much higher dosages 
may be administered with complete safety, if desired. 

Supplied in bottles of 30 and 100, and in jars of 1000. 


Samples and literature available on request. 


1. Morrison, J. E.: Hospitals 33:97 (July 16) 1959. 
2. Laitner, W.: Psychiat. Quart. Suppl. II 29:190, 1955. 
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to be entirely appropriate in view of the circumstances which 
came to light. Indeed, their very nature supplied the answer 
to the question of what had actually taken place on the 
wards during that tumultuous holiday period. Retrospective 
examination revealed a mild understaffing of the ward, not 
unusual for weekend periods. It was significant, however. 
that the quality and nature of the staffing was peculiarly 
different from what had been customary. The regular head 
nurses were absent. Both titular head nurses on the wards 
involved were inexperienced, not in the area of nursing, but 
in the area of assuming command of a ward situation. They 
were hesitant to use seclusion, change restriction orders, or 
to set limits of any sort that had not been previously antici- 
pated in detail by the doctors for each individual case, or 
to ask the doctor on call to change the orders. “I feel so 
much better.” one nurse said later, “now that I know I can 
do what is necessary in an emergency, even if it is not spe- 
cifically prescribed in the order book for each patient be- 
forehand.” In addition, neither nurse had been certain as 
to whether she was truly in command of the other nurses 
and attendants on the floor. 


Similar Circumstances Recalled 

It is noteworthy here that previously there had been 
window-breaking epidemics on these same wards at times 
when the locus of control was not clearly evident, such as 
the change-of-shift period, the head nurse’s lunch hour, or 
other times when the head nurse had left the ward in charge 
of no specific individual, despite the presence of a large 
group of potentially responsible persons. Thus, there existed 
on these wards a situation which previous experience had 
shown was separated only by luck from trouble and perhaps 
disaster. 

The use of visible restraints or any restrictive or disci- 
plinary measures had for some time been looked upon as 
unnecessary, old-fashioned, and an admission of anxiety and 
failure upon the part of personnel running the clinical de- 
partments or wards of the hospital. In part, this attitude 
was necessary to stimulate the efforts of naturally hesitant 
and conservative old-timers, but in part, too, it was an un- 
fortunate misinterpretation and not-very-useful by-product 
of attempts to establish freedom. The anxious patient, in 
need of limit-setting could, in the situation described, per- 
ceive only uncertainty, hesitancy, and the lack of definition 
of boundaries, limits, and law and order in the ward-world 
around him. The patients who responded apparently had 
only two alternatives: either to test the limits and controls 
sufficiently to re-establish for themselves clearly where the 
controls were, or to regress sufficiently to provide their own 
effective controls. Testing, then. took the form of obstreper- 
ous behavior of one sort or another, such as window-break- 
ing or running away, which had previously been explicitly 
forbidden. Such testing must inevitably snowball and be- 
come progressively more blatant until the demanded limit 
is set clearly enough to satisfy the patients’ needs for exter- 
nal controls in the absence or unavailability of their own. 
As might have been expected, it was the less sick patients 
who went to the more outrageous extremes in stating their 
demands for control clearly enough for those around them to 
understand. The more regressed and sicker patients char- 
acteristically gave up the testing and retreated to a safer 
and even more regressed position. 


In order to further understand the Christmas problem. it 
should be remembered that, although during the everyday 
operation of the hospital very little material restraint is nec- 
essary, this does not mean that restraints are not present at 
all times.* These restraints, however, as a result of the 
movement described earlier, have gradually become part of 
the patient’s relationship with key personnel, and for want 
of a better term might be called moral or relationship re- 
straints. Under this system the patient soon becomes aware 
that to undress in public, lie down on the floor, or not do 
his share of cleaning up is antisocial in the ward culture. 
These demands upon the patient, naturally tailored some- 
what to the degree of regression of the particular patient, 
vary from the direct, “Put your pants on, Charlie,” to the 
more colloquial “Wow, what a dress!” and social banter be- 
tween patients and nurses concerning the appropriateness 
of attire when applying for a job outside the hospital. Such 
comments and invocations, ordinarily a great shock to the 
beginning psychotherapist who is perhaps misguidedly, often 
defensively, but nonetheless desperately trying to minimize 
his own directiveness and social participation with the pa- 
tients, play an extraordinarily important part in the re- 
socialization of regressed patients in this hospital. This is 
probably because our average resident is sufficiently inex- 
perienced to be uncomfortable in his roles of therapist. ad- 
ministrator, or both, and as a result is unable to shoulder 
the additional burden of active everyday participation with 
the patients. 

The result has been the increasing importance of the ward 
personnel, who have been ceded by default a considerable 
portion of the burden of providing a living situation in 
which the patient can recover and grow. Here arises a peda- 
gogical problem of no mean proportions which requires the 
utmost flexibility and delicacy, as well as an ever-vigilant 
sensitivity to the subtle aspects of ward tenor and personnel 
unhappiness. The goals of medical administration must be 
to encourage personnel to be generous with the kind of re- 
sponses needed to provide the tone and expectation of the 
ward milieu, and also to understand the limits demanded by 
the disturbed patient and to set these clearly. These goals 
need not be in conflict; but occasionally they appear to be. 


Head Nurse is Key Figure 

Under the open-ward system. because of her almost con- 
stant presence as the figure of supreme authority, the head 
nurse (or her surrogate) becomes the custodian and per- 
sonification of civilization and its benefits, as well as its 
limitations. It is she from whom all immediate blessings 
flow, and she who is most immediately, obviously, and con- 
stantly available to direct the feelings of her patients in 
workable relationships, the limits of which have been tested 
by experience. Although there are many people of greater 
authority supporting her. and whispering permission. in- 
struction, comfort, and solace, she is the person confronting 
the new patient as he comes onto the ward. She is the one 
who reports obstreperous behavior to the absent doctor. who 
then appears. She is the one who requests permission to 
seclude or restrict the patient. She is the one the patient 


*Less than 30% of the patients on these wards were re- 
ceiving any form of somatic treatment. 
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must deal with. Under these circumstances, the degree to 
which her position is supported and not circumvented has 
proved to be the degree to which the ward is under control. 
A cardinal rule, then, is that only anarchy and potential 
panic can result from the absence of such a palpable and 
always-evident individual to deal with both positive and 
negative feelings in the ward climate. 


Next Holiday Tests Theory 


The next holiday was over New Year’s Day and the fol- 
lowing weekend, and again. there was similar skeleton staff- 
ing. But as a result of our previous experience and the in- 
sight we had acquired, particular attention was devoted to 
the specific determination of the locus of authority on the 
wards. A head nurse or a clearly defined substitute was 
present at all times. She was specifically granted permis- 
sion to close the doors in case of possible difficulties. She 
was also instructed to request permission to use available 
material restraints if needed. and to use them temporarily, 
even without permission, in an emergency. During the four- 
day period, the use of such restraints was high during the 
first day, but gradually tapered off. until finally the doors 
were opened again and all forms of restraint were with- 
drawn because they were unnecessary. 

While the two periods discussed cannot be considered 


The Ministry Of Listening 


SYCHIATRY is a frustrating speciality for the doctor who 

has a need for verbal self-expression. The psychothera- 
pist in private practice steels himself to 50-minute periods of 
relative silence. This is tough but it pays to keep quiet at $20 
an hour. 

In the hospital, however, the tables are turned. The doctor 
doesn’t think that he is being paid for listening. He sees his 
job as one requiring action. He talks, he walks, he attends 
meetings; he sits in on conferences: he answers the tele- 
phone. He explains things to relatives. He dictates and he 
writes. Lord, how he writes! 

Besides, why listen? If the patient knew what he was 
talking about, he wouldn’t be here—so runs one argument. 
Anyway, what he says makes no sense. And if you listen to 
one, you have to listen to them all, and who has time for 
that? One recent psychiatric author, indeed, said that the 
doctor who listens is the one who doesn’t know what to do 
and is waiting for the patient to drop a hint. So—down 
with listening! 

But wait. Most of our patients are humble people. And 
humble people are seldom listened to. No one is interested in 
their troubles. The committing physician closed his ears 
after he heard just enough words to warrant the commitment. 
The family doctor had learned to listen without hearing. In 
the hospital, the attendants and nurses are inured to the 
patients’ words. One attendant we know says that since all 
patients say the same thing—“When can I go home?”— 
there’s no use listening. 

So the patient is ripe for a good listener. And here is a 
serious psychiatric function. Maybe it is infuriating to have 
the patient ramble on when you have something so precious 


completely analogous, it is noteworthy that there were no 
untoward events on these wards during this second holiday, 
nor was the disturbed patient response to the previous 
holiday evident at Monday morning rounds. 

We suggest then that the ward difficulties encountered 
during the Christmas holidays were caused by our lack of 
appreciation of the basis upon which our admirably success- 
ful system of freedom from material restraints had been 
working. Because of the very success of the system, we had 
forgotten the factors absolutely essential to its functioning, 
and as a result allowed an inevitably dangerous and explo- 
sive situation to develop for lack of these factors at the 
precise time when they were most important. 

A review and investigation of the attitudes of those in- 
volved in the implementation of the policy of non-restraint 
revealed a considerable variety of personal theories, with a 
noteworthy absence of real understanding amongst all, in- 
cluding those in charge, of the reasons for the policy. It 
would appear that a periodic and systematic evaluation and 
discussion of the philosophies behind all such pervasive sys- 
tems of ward management should be carried on, involving 
the people who actually put the policy into operation, as 
well as those who initially set it. In that way we could 
prevent the development of the rigidity demonstrated during 
this particular Christmas episode. 


By DR. WHATSISNAME 


to tell him or ask him. But control yourself, doctor. Listen- 
ing is a major ministry. It may be the first time in his life 
the patient has been seriously listened to. It must be thrill- 
ing for him and may well be the first plank in a bridge 
between you. And, as Wilson Mizner wrote: “A good listener 
is not only popular everywhere. but after a while he knows 
something.” 
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THE CHANGING FUNCTION 
OF THE MENTAL HOSPITAL 


By PETER D. KING, M.D. 
Clinical Director and Director of Research 


Madison State Hospital, Indiana 


r HIS PRESIDENTIAL ADDRESS to the American Psychi- 
atric Association in 1958, Dr. Harry C. Solomon 
highlighted the inadequacy of many of our large mental 
hospitals. He expressed the feeling that the large mental 
hospital would become less important in psychiatric treat- 
ment, and should be liquidated as rapidly as possible. In- 
deed he stated that self-liquidation was already in process 
in spite of increased admission rates. He said that mean- 
while psychiatric wards in general hospitals, small day or 
night psychiatric treatment units, half-way houses, home 
treatment, and outpatient clinics would and should assume 
greater roles. 

One cannot deny that the majority of large mental hospi- 
tals are outmoded and inadequate for proper psychiatric 
treatment. But one reason for this is the failure of legisla- 
tors to furnish sufficient funds to maintain and improve the 
physical structure and personnel of the mental hospital. 
Another reason is the dearth of trained psychiatrists. There 
are about 11,000 members of the A.P.A., little more than 
half of whom are board diplomates. Many of the members 
lack any adequate training in psychiatry, and many board 
diplomates are by no means skilled in psychoanalytically- 
oriented psychotherapy. 

There is little indication that more than a gradual incre- 
ment of psychiatrists will be trained in the next decade or so. 
In the meantime, the best-trained men gravitate toward pri- 
vate, individual psychotherapy where the fewest patients 
are treated, while the large mental hospitals tend to be 
staffed by men with little or no formal psychiatric training. 
Poor salaries compared to the income from private practice, 
professional isolation from teaching centers, relatively low 
prestige, large patient-to-doctor ratios, and a lack of train- 
ing and scope among some administrators all tend to drive 
the well-trained psychiatrist away from the large mental 
hospital, thus worsening an already quite serious situation. 
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Yet in every state there are mental hospitals in which 
hundreds of millions of dollars have been invested. Should 
we abandon this investment in facilities which, though in- 
adequate, already exist, to build numerous treatment units 
at great cost? If we do, it will further accelerate the de- 
terioration of mental hospitals both because of the shift of 
available funds, and because it will create an overwhelming 
demand for psychiatrists who simply do not exist. and will 
not exist for decades to come. 


State Hospitals Not Obsolete 


Meanwhile, in spite of the excellence of the community 
treatment units, the need for state hospitals will, in my opin- 
ion, remain. However, the solution is not to build more 
psychiatric facilities and probably increase the competition 
for psychiatrists, but to better utilize existing facilities. 

We cannot do this if our goal is to give all the patients 
intensive individual psychotherapy. Indeed. the evidence 
indicates that functional psychoses are more effectively 
treated by somatic, drug, and milieu therapy. For example, 
at Chestnut Lodge in Maryland, almost no schizophrenics 
are treated by somatic therapy, virtually all of them receiv- 
ing intensive individual psychotherapy. During a 5-year 
period not long ago, 59, or about 48 per cent, of 122 
schizophrenics treated were discharged or transferred.* In 
contrast, somatic and milieu therapies, with little or no 
psychotherapy, are used on schizophrenics at Warren State 
Hospital, Pennsvlvania. During the years 1936 to 1945, 61 
per cent of schizophrenics who had entered during any one 
year had been released within 5 years. Every year since 
1945 these results have improved, and from 270 schizo- 


*Stanton, Alfred H., M.D., Schwartz, Morris S., Ph.D., 
The Mental Hospital, A Study of Institutional Participation 
in Psychiatric Illness and Treatment, Chapter 5, Page 82. 
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phrenics who entered Warren State Hospital in 1953, 46 
per cent had been released within 6 months, 65 per cent 
within one year, 70 per cent within 2 years, and 70 per cent 
within 3 to 4 years, in spite of receiving virtually no psycho- 
therapy. 

Since the introduction of chlorpromazine at this hospital, 
these figures have improved slightly more. Before release, 
even for an overnight period, every patient is seen at a 
release staff meeting. I know from repeated personal ex- 
perience* that patients with any remaining evidence of 
psychosis are seldom discharged, and while I was there 
none were discharged who showed evidence of delusions or 
hallucinations. I have not seen any mental hospital with 
such high (though not necessarily correct) standards for 
release; that such a high rate of discharge can be achieved 
for schizophrenics strongly suggests that the treatment is 
effective. 

Further evidence could be offered that intensive psycho- 
therapy is not so effective with schizophrenics. But this evi- 
dence should not discourage research on the value of psycho- 
therapy. nor should it discourage properly trained or super- 
vised personnel at the mental hospital from doing psycho- 
therapy with non-psychotic patients who are suitable candi- 
dates. In many such patients psychotherapy appears to be 
the treatment of choice, although carefully controlled re- 
search on its efficacy remains to be done. 


History Offers Precedent 


Meanwhile, the large mental hospital can establish its own 
day or night treatment sections, half-way houses. and com- 
munity clinics. Indeed, the first psychiatric outpatient clinic 
was at a large mental hospital, and Warren State Hospital 
conducts seven clinics. This not only helps the community. 
but offers the hospital staff and trainees an opportunity for 
a wider range of psychiatric experience. It also reduces the 
competition for psychiatrists by reducing the need for sepa- 
raje clinic facilities. 

The large mental hospital can also be a center of teaching 
and research. Not only can the more experienced staff mem- 
bers conduct case conferences, seminars, and other teaching 
vehicles, but some of the leaders in psychiatry and related 
fields at other centers can be invited to teach and lead dis- 
cussions with the staff. Warren State Hospital. besides its 
own teaching staff, has such a staff of 20 to 25 outstanding 
consultants, each of whom visits for one day to a week every 
year to lecture or conduct case conferences. Among this 
group are psychoanalysts. child psvchiatrists, and men en- 
gaged in basic research. The hospital also sends some of its 
staff to other centers for broader experience. Thus the large 
mental hospital can be an effective treatment, teaching, and 
research center with open lines of communication to other 
such centers. 

Let me illustrate one manner in which an average mental 
hospital can be rapidly converted to an effective treatment 
center. An acquaintance was given a temporary appoint- 
ment as superintendent of a state mental hospital toward the 
end of his residency training. Shortly after his appoint- 
ment, he began staff meetings and teaching seminars for the 
physicians, psychologists, social workers, and nurses on the 


*Dr. King was a resident at Warren State Hospital from 
1955-1958. 
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staff. He organized an effective treatment program to see 
that every newly admitted patient received adequate treat- 
ment as decided at staff meeting. He reorganized admis- 
sion procedures and made certain that every patient had a 
physical and mental work-up within several days after en- 
tering the hospital. He started a drug research project, 
which incidentally reduced the drain on his budget for 
drugs. He worked toward opening wards and converted 
new, unused wings for employees into open wards for 50 
female and 30 male patients. The selected patients met with 
him, drew up their own set of rules, and ran the wards 
themselves without supervision during the day. The wards 
remain open now, a year later. 


Community Relations Fostered 


This doctor heard that the neighboring city of 80,000 
people had no psychiatric clinic, yet the community mental 
health organization and the local medical society were in a 
stalemate over the issue. He invited the mental health or- 
ganization to the hospital for a meeting, learned that they 
had wanted a clinic for two years. He offered to staff a 
clinic once a week if they would furnish a location. He 
wrote the local medical society inviting referrals from the 
physicians, and nine days after he became superintendent. 
he, another psychiatrist, a psychologist, and a social worker 
appeared at the general hospital to see psychiatric out- 
patients. One office had a hydrotherapy tub, another a 
dental chair, a third a bathtub, and the fourth was an eye 
clinic, but for the first time the community had an active 
psychiatric clinic. It met one afternoon a week, seeing four 
to ten patients each time for the rest of the two and one-half 
months of the doctor’s temporary appointment. 

The patients, the staff, and much of the community seemed 
to show a certain enthusiasm as the activities increased and 
improvements occurred. By similar means an administrator 
can create an active, efficient hospital almost overnight, al- 
though I am certain that my friend must have had a capable 
predecessor and excellent, flexible personnel who made pos- 
sible the changes he initiated. 

His next steps would have been to improve the teaching 
program, establish journal seminars, encourage well-de- 
signed research, and invite outside speakers to come to meet 
with the staff. By generating a more academic atmosphere 
in a setting of proper psychiatric treatment, he hoped to 
attract well-motivated staff members. 

The large mental hospital of today is generally inadequate, 
but it is a treatment resource which can be used immedi- 
ately, given funds and effective administration. As the pro- 
gram improves, staff is attracted; as treatment improves, 
fewer patients remain to join the backlog. Meanwhile bet- 
ter chronic patients can be moved to acute treatment serv- 
ices and gradually rehabilitated until the chronic patient 
population begins to diminish. Then the old obsolete build- 
ings can gradually be destroyed and replaced in the light 
of modern needs. 

Thus I picture the mental hospital not as disappearing, 
but as changing into an inpatient and outpatient psychiatric 
treatment, research, afd teaching center in which all ap- 
proaches to mental illness are used. This seems more real- 
istic than to build numerous small facilities at great cost, 
which will only increase the competition for psychiatric 
personnel. 
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Psychodynamics And Rehabilitation* 


By HILMA UNTERBERGER 
Coordinator of Alcoholism 
Massachusetts Commission on Alcoholism 


H™ CAN REHABILITATION SERVICES best be used in a 
mental hospital? How can knowledge of psycho- 
dynamics be applied to work with patients outside the ther- 
apy hour? How can the members of different disciplines 
best work together? All these are vital questions in a hos- 
pital that wants to offer its patients a well-rounded program 
and prepare them adequately for return to the community. 
Let me give a definition of rehabilitation, as | am using it 
in this paper—a definition which is meaningful in the men- 
tal hospital context: any activity, other than somatic treat- 
ment or insight therapy, designed to aid the mentally ill. 
Included under rehabilitation would be occupational ther- 
apy, industry, recreation, social case work, vocational coun- 
seling, educational therapy, and some aspects of the nursing 
service—in other words, any staff activity which is directed 
not immediately at the psychotic symptoms but at the health- 
ier parts of the personality; where the relationship is focused 
on an activity, a problem, a place to live, a job, and so forth. 
While these services are hopefully therapeutic, their focus is 
something other than the illness. This definition, in gen- 
eral, places the work of the psychiatrist under what we can 
call treatment of the illness, and the work of the rest of the 
professional staff under what we call rehabilitation. 


Two-W ay Street 


This differentiation is, of course, somewhat artificial. The 
fact is that rehabilitation personnel cannot do their work 
effectively without some understanding of psychodynamics. 
I wonder how effectively psychiatrists can do their work 
in a mental hospital without an understanding of rehabili- 
tation? 


*Abstracted from a paper presented at Boston State Hos- 


pital while the author was a rehabilitation counselor with 
the Massachusetts Rehabilitation Commission. 
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All who work in a modern mental hospital which has the 
training of psychiatrists as its most important function aside 
from custodial care of patients, are influenced by the idea 
that psychoanalysis is the most effective treatment for psy- 
chiatric ills. Therefore, the best treatment is considered to 
be that which comes closest to the goals and techniques of 
analysis—insight into the dynamics of behavior. The non- 
medical staff members look to the psychiatrist for psycho- 
dynamic information which will help them to aid in the 
rehabilitation of the patients. Because the psychiatrist is 
the person whose specialty is psychodynamic understanding, 
he is expected to formulate treatment plans for patients 
which will be consistent with their needs. 


One Technique Not Enough 


Unfortunately, the nature and purpose of rehabilitation 
services are not included in the training of psychiatrists. 
other than as a brief presentation when they begin a resi- 
dency. This is understandable, since they are busy learning 
what everyone considers the best techniques for the treat- 
ment of the mentally ill. However, the best techniques are 
not the only techniques, nor are there enough personnel 
equipped to use them. Obviously, there are not enough doc- 
tors in any public hospital to treat all the patients with in- 
sight therapy. And while we may all agree that psycho- 
therapy is the best technique, it is often not good enough. 
There are vast numbers of persons who come into hos- 
pitals, who do not get the benefit of psychotherapy, and there 
are also some who remain ill despite it. Some mental hos- 
pital patients have never been healthy. They need not only 
understanding of themselves, but also new learning experi- 
ences and actual practice in everyday situations. To pro- 
vide the latter is, in my opinion, the primary function of 
rehabilitation personnel. 

The therapist working with the patient should be con- 
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cerned with his over-all treatrrent, but sometimes feels 
caught in the dilemma of wanting to be a therapist but not 
wanting to make administrative decisions. This is generally 
worked out by having two physicians on a case—one thera- 
pist and one administrator. Despite the fact that the ad- 
ministrator makes the decisions concerning the management 
of the patient, this is only after consultation with the thera- 
pist. In the same sense, it would seem equally possible for 
the therapist to act as advisor to the rehabilitation personnel 
without making decisions as to what is to be done. For 
example. a therapist need not make a referral outlining a 
vocational program. He can, instead, after discussion with 
the patient, suggest to the patient that a referral to a voca- 
tional counselor might be useful and merely explain to the 
counselor why he is making the referral. Any plan the 
counselor might formulate with the patient would be dis- 
cussed with the therapist. This would be done in order to 
insure that the plan is compatible with the therapeutic goals 
and that the therapist is informed. But the decision is the 
patient's and the counselor’s, not the therapist’s. 


Mutual Problems 


One of the most difficult problems psychiatrists and re- 
habilitation personnel face together arises when the psycho- 
therapist feels that any contact with anyone else about his 
patient is going to have an adverse effect on the relation- 
ship between his patient and himself. The result of this atti- 
tude is one of the following: 

1. The patient is never referred to anyone, or 

2. The administrative physician makes the referral and 

there is no contact between rehabilitation person and 
therapist. or 

3. Everybody gets caught in the middle when the patient 

approaches the rehabilitation person and is told that 
he needs a referral from his doctor. 

Another problem is the difficulty, particularly with chronic 
patients, in determining whether, in spite of psychotic symp- 
toms, a patient can function effectively outside the hospital. 
The psychiatrist usually considers the treatment of choice 
to be psychodynamic, insightful therapy, which is often not 
available, especially when treatment must be continuous and 
protracted to be effective. Rehabilitation personnel. on the 
other hand, look at the patient in terms of his ability to work 
at a job in the hospital, his relations with other patients, his 
motivation to leave the hospital, his ability to care for him- 
self, his family situation, and the degree of responsibility 
he can take despite his psychotic symptoms. Neither point 
of view should be the deciding factor in whether leave is 
indicated—one without the other gives only a partial view 
of the patient’s ability to function in the community. 


Contrasting Examples 


Here’s a history of a patient who, despite obvious psycho- 
pathology, was able to work satisfactorily and re-enter the 
outside world: 

She was a 45-year-old woman who had spent ten years in 
the hospital with a diagnosis of schizophrenia complicated 
by alcoholism. In psychiatric interview, she appeared to be 
withdrawn and to have no affect. She was silent and spoke 
only to answer questions. She gave no outward indication 
of delusions or hallucinations at the time of referral. She 
had spent much time on back-wards and was known to have 


been assaultive on several occasions. From the point of view 
of psychiatric interview alone, she appeared to be quite 
schizophrenic, lacking motivation and drive, and a moder- 
ately poor risk for the program. 

On the other hand, she had worked in hospital industry 
for about a year and a half and, when her case was reviewed, 
was living on an open ward. Her work was effective and 
she was considered reliable by her employer. Attendants 
described her as withdrawn and aloof, but cooperative and 
well-behaved. The alcoholic problem had not appeared while 
she was in the hospital. Although her marriage had broken 
up. she had an elderly mother with whom she maintained 
contact and with whom she might be able to live. From the 
point of view of the rehabilitation personnel, she was a good 
risk because of her work capacity, her reliability, her family 
situation and her lack of antisocial characteristics. 

She agreed in her usual passive but cooperative manner 
to go into a patient-employee program (similar to the Mem- 
ber-Employee Program initiated by the Veterans Adminis- 
tration). She so enjoyed the experience of making money 
and living on her own that she was able to go out into the 
community and find employment by the end of six months. 

Now here’s a patient who looked good on psychiatric inter- 
view but from the point of view of the rehabilitation per- 
sonnel was a poor risk: 

She was very impressive in her interviews, appeared to 
be well-motivated and very convincing in her requests for 
job placement. Her therapist had seen a great change in 
the course of many treatment sessions. The patient was now 
talking more freely, had achieved some insight into her 
problems, and wanted to go home, or to work, or something. 
However. ward personnel complained that she was extremely 
aggressive and authoritative in her approach to other 
patients. She was sloppy ard unreliable, she had not been 
able to function effectively on any job or stay with it for 
any length of time. Additionally, her job goals were very 
unrealistic. Every attempt to get her into the community 


had failed. 
Questionable Rules of Thumb 


This brings up the whole question of when a patient is 
ready for discharge. Staff discussion often seems to center 
around: 

1. Is the patient going to hurt himself or anyone else? 

2. Is there any more the hospital can do for him? 

3. Do we need his bed? 

If the patient is not in therapy or getting formal treatment, 
and it looks as though no one is going to choose him for 
psychotherapy, and his behavior is not too bad, then he may 
be recommended for discharge. 

But how often does the staff stop to think whether the 
facilities of the hospital have really been exhausted? Are 
we sending back to the community a man for whom we have 
really done our best? Could he use some practice on a job? 
Learn better how to socialize in a recreational group? Work 
out better relations with his family or employer? Or do we 
think we have exhausted our facilities when there is no 
more therapy forthcoming? 

Some staff members tend to assume that if the hospital 
has done its all and the patient is not in too bad shape, he 
can return to “outer space” beyond the walls. How much 
thought is given to whether “outer space” will accept him 
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—where he will go, what he will live on? Maybe some 
relative wants him—-so let the relative worry about these 
things. That is fine, except the hospital is probably emptying 
his bed only temporarily. One of the unfortunate things 
about rehabilitation is that it is slow, and instead of speed- 
ing up the discharge rate, it lengthens the hospital stay. 


A Successful Placement 


Let us look at an example of how a patient can fit into the 
community, with some adjustments made and a lot of work 
on the part of rehabilitation personnel: 


I recall a patient (let's call him Joe) approximately 
40 years old, a very non-communicative, quiet guy on 
the chronic service. He had been in the hospital for 
thirteen years without interruption—not one attempt at 
trial visit. At the time we began to work with him, his 
thinking was confused. but with some effort Joe could 
follow instructions, remember appointments, and so on. 
He dressed neatly and stayed out of everyone’s way. 
except to bum cigarettes. If you asked him, he would 
tell you that he wanted to leave the hospital and that he 
would live and work with his brother. On industrial jobs 
in the hospital, his work was never very efficient; he was 
quite slow but reliable. He was placed in a group where 
jobs were discussed, and eventually in a job in a nearby 
bowling alley. On this job, he did some routine cleaning 
tasks for which he was paid $2 a day. He tremendously 
enjoyed having money, although he found it hard to get 
by on $2 a day. This he spent on cigarettes, candy, and 
other goodies. 

After some months it became clear that Joe would 
never be worth more than $2 a day to an employer be- 
cause he was so slow, required much supervision, and 
did not improve. He wanted to leave the hospital, and we 
wanted him to leave. He kept insisting he could go live 
with his brother, while the brother kept telling our social 
worker that he would not take the patient. The brother 
would not tell the patient directly; we were at an im- 
passe. The patient would not consider other alternatives, 
and he had in reality no place to go. Finally, the social 
worker and the vocational counselor escorted the patient 
to the brother’s home, since we could not get the brother 
into the hospital, and forced the brother's hand. He flatly 
refused to take the patient in. 

After this episode, Joe was able to think about other 
arrangements and agreed to live in a room in a boarding 
house near the brother. (This was okay with the 
brother.) ‘The social worker found a room for Joe, the 
vocational counselor arranged with the Minimum Wage 
Board that he be granted permission to work for less than 
minimum wages, application was made for disability as- 
sistance from the Department of Public Welfare to supple- 
ment his wages, and he left the hospital. The vocational 
counselor continued to see him and to visit his employer 
to make certain that things continued well on the job. The 
social worker spent a great deal of time helping him to 
learn how to handle and budget his money and other 
everyday kinds of problems. Before we terminated our 
work with him, Joe seemed well-established in the com- 
munity. He had been referred to and accepted by a 
family service agency for follow-up, and support. 


Now for a look at a case that did not work out: 

Eddie had been in the hospital seven years when he 
was arbitrarily picked out for a special research project. 
An enormous amount of time and effort was put into his 
case, as it was with all others on the project. After some 
months, it was felt that he had improved to a certain ex- 
tent. and his performance on a hospital job was con- 
sidered satisfactory. He was referred to me for an 
evaluation of his work potential. I arranged for him to 
have a twenty-day work evaluation at a sheltered work- 
shop. During his first few days there, Eddie aroused 
everyone’s sympathy by talking about his mother as if 
she had just died. (She actually had died prior to his 
hospital admission.) He disturbed the workers by com- 
plaining that the kind of work they were all deing was 
too menial. He was sloppy in his dress. His eating habits 
were atrocious. Although he came in to work quite regu- 
larly, he left whenever he wished without asking or in- 
forming anyone. His job performance was well below 
even sheltered workshop standards, primarily because he 
wandered around or gazed out the window. 


Why did the first patient fit into the community while the 
second did not? I do not think the answer is that one was 
sicker than the other. Rather, it seems that the form in 
which the illness was expressed was more generally accept- 
able in the first instance. Joe was quietly befuddled. Eddie 
was over-talkative, interfering. and messy in his habits. Joe 
accepted the responsibility of his job in terms of duties and 
hours, Eddie did not. Neither could produce much work, 
but Joe did not bother anybody. 


Poor Communication 


Let us look at another part of the discharge process: 
The patient tells his doctor he wants to get a job and leave 
the hospital. The doctor thinks over the three things men- 
tioned above—he’s not dangerous; the hospital’s done its 
best; we need his bed—and sees no reason why the patient 
should not leave if he wishes. The patient feels that no one 
will hire him because he has been in a mental hospital. 
The doctor, thinking that this is probably true, sends a re- 
ferral to social service which reads, “Get this patient a job.” 

Two months later the patient is still in the hospital, not 
working, but seeing the social worker. What happened? 
The social worker saw the referral and said, “Good grief, 
not again!” She knew that employers hire ex-patients, 
because she had seen it happen a hundred times. She be- 
lieved very strongly that patients should be encouraged to do 
as much as they can for themselves. So, the referral gets 
translated to read. “Help this patient get a job.” This 
means talking to the patient to find out what kind of job he 
wants, whether his goal is realistic, whether he knows how 
to use agencies like the employment office, to read the help 
wanted advertisements, and so on. Things he does not have 
are supplied—knowledge of resources and money for car- 
fare. 

So he goes out and does not find a job. Why? Is it be- 
cause employers will not hire the mental patient, or is it 
because the mental patient is so ambivalent about assuming 
responsibility, leaving the hospital, and so on? While he 
went through the motions of job-hunting, he managed to 
louse up the employment interview. Everyone who works in 
this end of things knows that this happens 99.9 per cent of 
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the time. If the counselor can help the patient work this 
out. then the patient will find a job. Recent studies have 
shown this to be true—but it takes time! Some people say 
that we can take a short-cut—find the job for the patient 
and put him in it. As one who has tried this short-cut, I 
can say without question that it is neither a short-cut nor a 
solution. There is no short-cut around ambivalence. 

Lest anyone think the moral here is that no one should 
ever place a patient in a job. that is not the point. Some 
patients, primarily the chronics without charming person- 
alities and with a long history of hospitalization, do have a 
tough time trying to convince an employer that they are 
worth hiring. Despite really good attempts, they are turned 
down. It is the task of the worker or counselor to deter- 
mine why the patient is being rejected for employment—is 
his motivation questionable, or are the cards stacked too 
high against him?—and plan to work with him accordingly. 

My experiences lead me to believe that, for the most part, 
medical personnel do not place any emphasis on rehabili- 
tation and do not understand it nor the amount of time and 
thought necessary to make it work. The self-concept of the 
psychiatrist in the mental hospital is as a therapist first 
and foremost. This is his job, his interest, his livelihood, 
his future. Anything else he is called upon to do while he 
is working in the hospital, whether it be doing physicals in 


the admitting room, giving shock treatments, or running a 
ward meeting, is time taken away from his primary task 
and his primary interest. 

But psychotherapy alone is not the whole answer to the 
problems of patients in mental hospitals. In one sense, 
some of the poorer state hospitals are in an enviable posi- 
tion. Since they have only one or two trained psychiatrists, 
at best, they have been forced to use everything and every- 
one in the hospital to help the patients. Not for a moment 
am I suggesting we throw out psychotherapy and start all 
over again, but I do feel that there needs to be some further 
recognition of the value of the rehabilitation point of view. 
Every patient needs both psychotherapy and a coordinated 
rehabilitation plan. Perhaps one way to reduce the doctor’s 
burden and still meet patients’ needs is to have a coordi- 
nator of rehabilitation services who can act as a liaison 
officer between the medical and non-medical staffs. What- 
ever system is devised, more communication is certainly a 
necessity. 

I hope the day will come, and soon, when we can throw 
out the word rehabilitation and again talk about the treat- 
ment of patients—when “treatment” means psychotherapy. 
occupational therapy, shock therapy, social casework, voca- 
tional counseling, and any other new and different ways to 
help patients. 


WHO’S MINDING THE STORE? 


FoR SOME TIME this hospital has had a canteen, better 
known locally as “The Store.” which is operated by the 
Employees Association. Recently. in an effort to enlarge 
the services of the canteen and allow the patients to par- 
ticipate in its operation, the store was reorganized and 
redecorated for $8,000—roughly a month’s gross income. 

The service area in the sandwich and ice-cream bar was 
enlarged to serve more people: new equipment was provided 
to prepare a wider variety of hot foods than the canned 
hamburgers, hot dogs, and soups which had been the regu- 
lar fare; display cases were added for pies and other 
pastries, which had previously been served from paper de- 
livery boxes: and a colorful tile floor was installed to “dress 
up the place” and facilitate easy cleaning. A separate area 
was set aside for the sale of candy and cigarettes, incidental 
groceries (crackers, instant coffee or tea, canned goods, etc., 
which might be tolerated for ward preparation), magazines, 
postcards, daily papers, stationery, toiletries, and other 
items the patients buy for their own use. 

In the new set-up, patients are assigned as counter per- 
sonnel and store clerks. They are supervised by the store 
manager, the assistant manager. and one lady experienced 
in restaurant work. The store manager is responsible for 
the operation, cleanliness, and maintenance of both areas 
of the store. and for the purchasing of commodities: the 
assistant manager works during evening hours and relieves 
the manager when necessary. The female employee, by 
virtue of her training, is responsible for the snack bar and 
the direct supervision and training of patients. She teaches 
them to wait on customers, make change, practice cleanli- 
ness. and prepare and serve foods. 

The supervisory personnel are paid the prevailing wage 


for similar work in the hospital proper. Patients are not 
paid a specific wage, but receive a donation of one dollar 
for approximately four hours of work. Such employment 
is sought after by the patients as a mark of distinction 
because of the assigned responsibility, and as a break in the 
monotony of institution regimentation. Patients who 


patronize the store gain a feeling of self-assurance and in- 
dependence from being permitted to select their own items. 
The enlarged and improved facilities, and especially the 
patient-participation, have made the canteen a more useful 
as well as a more pleasant meeting place for staff and pa- 
tients alike. 
Freeman J. Flynn, Assistant Business Executive 

Ypsilanti State Hospital, Mich. 
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Magnitude of Chapels 


By The Reverend L. Mack Powell 


Protestant Chaplain 
Central State Griffin Memorial Hospital 
Norman, Oklahoma 


— MONTHS AGO, at the dedication service for a small 
chapel in the veterans’ area of our hospital, it oc- 
curred to me that by locating similar chapels throughout the 
various hospital services we could take advantage of a real 
opportunity to enrich the lives of our patients. We are 
coming to realize more and more that man is a spiritual as 
well as a material being and that his physical well-being is 
greatly dependent on the state of his mind. In the famili- 
arity and comfort of the worship services, the mind can be 
relieved of much confusion and tension. 

In a small ward chapel like ours, with a capacity of 75 
patients, this kind of an atmosphere is much easier to create 
than in a large central place of worship. The patient is less 
likely to be frightened by the immensity of a large crowd 
and less apt to lose himself in the group. 

Small chapels located in the different service areas have 
the additional advantage of being more closely related to the 
particular area where the patient feels at home. Consider- 
ing the mental patient’s extreme fear of the different and his 
need to hang on to the familiar, taking him from his ward 
area, where he feels secure, to a centrally located chapel may 
be a very painful experience for him. 

The small chapel should be a place “set aside.” different. 
unlike the ordinary environment of the patient’s dining and 
sleeping quarters, yet located within these more closely as- 
sociated areas of his life. 

Because of the patient’s desire for the chapel to be a place 
of security it should be a well-planned, permanent facility 
rather than a temporary altar set up at the last minute in a 
storage room or broom closet. 

Our chapel was drawn up in the blueprints when our War 
Veterans’ commission decided to spend some five hundred 
thousand dollars to completely renovate this section of the 
hospital. One of the American Legion districts of our state 
furnished it with chairs, an altar, dossal curtain, and a lec- 
tern, and the Legion Auxiliary purchased a fifteen hundred 
dollar organ. As a result of our advance planning and such 
generous contributions we have as fine a facility of this type 
as I have seen during my 15 years of work in this field. 

Before all this happened, however, we had to clean up and 
paint a junk room to use. It was never very comfortable 
and during the summers it was terrible. Sometimes the 
radiators would come on and by the time the service ended 
I wasn’t sure whether we were closer to the pearly gates or 
the other region. 
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The dedication service for the new chapel was a good ex- 
ample of how patients react to worship in the atmosphere of 
the small chapel. Many of the patients attending the service 
were quite sick and not in very good contact with reality. 
I was impressed with their free response as they came to the 
service from their nearby wards. They did not seem fright- 
ened or awed upon entering the chapel. Instead they seemed 
to become rather subdued and relaxed, and somehow more 
organized. Of course there was no miraculous outward show 
of socialization, but it was my feeling that they were more 
of a group and that they seemed to be less defensive than 
they appeared on the wards where they held themselves 
aloof from their fellow patients. 


The Order of the Service 


The manner in which the service was conducted seems 
especially suitable to sustain the attention of the patients. 
They stood to sing hymns and speak responses, and so did 
not become restless during the other parts of the service. I 
believe that by thus giving them a physical means of re- 
leasing their tensions, we enabled them to enter freely and 
comfortably into the more meditative aspects of the service. 

The quieter hymns were sung, and we stayed away from 
those expressing either tones of masochism or sadism, or 
what I like to think of as “blood and thunder” church music. 
The organ probably did more than any other aspect of the 
service to create a real sense of worship. The small size of 
the chapel combined with the excellent tone quality of the 
instrument created an atmosphere conducive to worship. 

Though many of the patients did not join in the singing 
of the hymns or the responsive readings, I had the feeling 
that they were sharing in these aspects of the service. There 
was no bizarre behavior in resistance toward these acts of 
worship but rather a feeling that this was like any normal 
community group instead of a group of people who were 
mentally ill. During the sermon they seemed to be drink- 
ing in each word and most of the group looked directly at 
me as | spoke to them. One patient even raised his hand at 
one point, as if wanting to comment on what had been said. 

Most surprising was the fact that several patients said 
“Thank you” as I greeted them when they left the chapel. 


The Value of the Service 


The mentally ill person is unable to cope directly with 
his feelings of love, anger. guilt, hurt, or anxiety. He seeks 
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to resist these feelings with all of the strength he can com- 
mand, and in so doing is battered back and forth by great 
tides of anxiety which may come out in manic behavior, 
paranoid ideas, constant walking on the wards, or even hid- 
ing himself in a corner with his face behind a newspaper. 


The Patient’s Decision 


When the patient is under such great anxiety, it is a big 
effort for him to decide to attend worship services. For him 
this is a great act of commitment, and most likely such a 
decision has been made under the stress of terrific inner 
resistance. The making of a decision, even though it may 
concern as small a matter as attending the worship service, 
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is a major accomplishment for the mentally ill person. In 
the taking of such a step he adds a little structure to his life. 

A religious service can in many respects provide an emo- 
tional basis for improving the patient’s mental condition. 
We know that these individuals very often have become ill 
because their first experiences with the world were not as 
gratifying as they should have been. Their illnesses have 
resulted from the lack of sufficient gratification in their past 
lives to give them the self-assurance needed to cope with 
reality. The chapel, and especially the organ music, may 
provide enough pleasant experiences for the patients so that 
they can further develop feelings of rapport with the exter- 
nal world and a sense of unity within themselves. 

The effectiveness of the small chapels 
of the hospital will depend largely upon 
the chaplain. Here it is important that 
the chaplain be a relaxed person who 
has free access to tender, positive feel- 
ings as a person. His motivations in 
working with patients should grow out 
of personal desire, rather than out of a 
sense of compulsion which demands that 
he and the patients have worship serv- 
ices. If the chaplain is free of such feel- 
ings of compulsion and is a flexible per- 
sonality, he will then be able to sense 
the extent to which patients wish to 
share themselves with him. He will be 
able to speak the kind of thoughts which 
will enable them to say, “He knows ex- 
actly how I feel.” They will feel that 
they are not so alone and that there is 


‘Sie mercerized, color-fast 
7 Double-needle, lock stitched 


Stress points reinforced, 


Solid colors, florals, patterns 
to match or mix as shown 


Skirt has four gores and 
elastic waist. Blouse (also in 
white) has two patch pockets. 
The fabric’s light weight and 
super wear make it ideal 

for most patients. It stays 
strong after repeated washings. 
Girls’. 8 to 14; Misses’, 12 to 18: Ladies’, 
32 to 40. Also available in yard goods. 


| Write or phone ANdover 3-0600 for samples today 


INSTITUTIONAL DIVISION 


Canadian Distributers: SIMPSON’S, 45 Richmond Street, West, Toronte 1; Caneda 


someone who understands. 

Many chaplains find it important to 
have a long period of special training in 
order to better equip themselves to un- 
derstand the mentally ill. Personally, I 
don't think the chaplain can have 
enough training in this respect. 

Many hospitals and superintendents 
look upon the chaplain service as a 
necessary aspect of the hospital program 
because it is the customary thing to 
have in a hospital. For this reason our 
mental hospital leadership is not always 
aware of the tremendous value of the 
religious program of the hospital in the 
over-all treatment of the patients. The 
fact is that our mentally ill are suffer- 
ing from wounds in the deep affective 
areas of their lives. They have lost a 
sense of meaning and purpose in life. 
At the same time, life has lost its sense 
of sacredness and they are adrift. 

It would certainly be a worthwhile in- 
vestment and experiment to have enough 
trained chaplains in a mental hospital, 
with small chapels in the various serv- 
ices, offering first-rate pastoral services 
to the patients to see what the end re- 
sults would be in the improvement of 
our mentally ill. 
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Mentally Retarded 
Help Community 


By JAMES T. SHELTON, M.D. 
Superintendent and Medical Director 
Porterville State Hospital, California 


IN THE TOWN OF PORTERVILLE, CALIFORNIA, 
six mentally retarded patients from the Porterville 
State Hospital joined the local Barn Theater group in help- 
ing to sort and move scenery, burn scrap pieces, and gen- 
erally clean up the theater. 

The supervisor of the project was Mr. Lyle Bate, a former 
school teacher on the hospital staff and a man with sub- 
stantial training in psychology. The patients involved were 
males ranging in age from 17 to 27 and with recorded in- 
telligence quotients of 33 to 87. Each had previously had 
his parents specifically authorize his participation in the 
theater project. 

This experiment was one of many similar ones to be set 
up. Its purpose was to observe, in near normal situations, 
patients being considered for foster homes or work place- 
ments, although still remaining hospital “census” patients. 
At Porterville State Hospital emphasis is placed on meeting 
the needs of the patients, so that work placements in the 
community are considered with this as their sole objective. 

This particular one-day work experience involved patients 
B.G., D.M., R.G., C.A., A.S., and O.K. The patients arrived 
at the Barn Theater in Mr. Bate’s station wagon at 9:15 a.m. 
They stayed for five hours “on-the-job” with an hour break 
for lunch and returned to the hospital at 3:30 p.m. 


Superv‘sors Work Along with Patients 


Since the hospital requires adult supervisors to partici- 
pate cooperatively in the identical work with the patients, 
several members of the Barn Theater group were present 
and worked along with the patients, whose dealings with 
these people were easy, friendly, and courteous. 

Once they were told what was to be burned or thrown 
away, the patients worked with little supervision except to 
he shown where stored things were to be placed. They 
seemed to be able to discriminate between good and worth- 
less pieces of scenery and stage construction without any 
trouble. 

The rather large fire where trash was being burned did 
not seem to hold any unusual fascination for the boys, 
and there was no playing of any kind around the fire. 
At one point a small patch of dry grass at the edge of the 
fire began to burn, and it was called to Mr. Bate’s atten- 
tion. He told the patients not to worry as it was surrounded 
by damp ground and would burn itself out, but patient 
C.A. was not satisfied with this and shoveled some dirt 
on top of the fire. 

All of the boys worked steadily and energetically and 


shifted from one task to another without confusion or argu- 
ment. They worked smoothly and cooperatively in pairs 
without competition or disagreement about who might be 
doing more work than the other. 

C.A. seemed to be most impressed with the work and 
wanted frequent reassurance that he was doing a good job. 
O.K. worked willingly, but when Mr. Bate stopped to discuss 
something with another member of the theater staff, O.K. 
would stop his work and stand by listening to what was 
being said. He seemed to like to know what was going on 
and wanted to be part of the group that made the decisions, 
but he did not take an active part in the conversation. 

B.G. was a follower and worked steadily when assigned 
a task, but he would talk to Mr. Bate about something that 
was of interest only to him, such as the kind of car his 
uncle had or something his brother once did. His attempts 
at conversation did not relate to the project at hand, but 
he helped willingly with any task he was given. 

A.S. worked cheerfully and diligently, always with a 
big grin on his face. He would fall and stumble because 
of his physical handicap (mild spastic paraplegia) but this 
did not slow him down at all. The biggest problem with 
A.S. was preventing him from carrying something that was 
either too bulky or too heavy for him. 

D.M. carried on his job quietly and happily and seemed 
to thoroughly enjoy the day, the surroundings, and the 
work. He was self-starting and kept looking for more things 
to do. He worked well by himself and asked for a broom to 
sweep the sidewalk on the south side of the building and 
then hooked up a hose and carefully washed the walks. 

R.G. was having a good time and probably showed the 
greatest degree of initiative. He suggested sweeping the 
interior of the building, but was told it was not necessary. 
He seemed to feel it needed to be done however, and got a 
broom and went to work. He was helped by A.S., who 
found another broom and joined him. 

The boys had a good lunch at one of the local drive-in 
restaurants and were given their choice of food. Several 
ordered hamburgers, the others had hot dogs, and all had 
milk shakes. C.A. became concerned when he found they 
were planning to eat somewhere in town. He was worried 
about his appearance and thought his dirty work clothes 
would make him conspicuous. but was relieved to find they 
were to eat at a drive-in. Their behavior was excellent: 
they stayed to themselves at one table, but when an acquaint- 
ance joined them they entered easily into the general 
conversation. 


Experience Tests Patients’ W ork Possibilities 


In reviewing the entire project, Mr. Bate found it to be 
a very successful venture providing valuable insight into 
the work conduct of the boys. He feels that although they 
were aware of the experimental nature of the project, they 
carried it out with pleasure knowing it was of value to the 
Barn Theater. It is doubtful that the theater would ever 
have been cleaned so thoroughly without this assistance. 

It is our belief that the community work experience proj- 
ect we have described was indeed a success for the purpose 
intended; namely to observe some of our patients who are 
being considered for foster homes or work placements, and 
to return our patients to the community in thoughtfully 
structured situations, 
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DEVELOPING AND SUSTAINING 
GROUP THERAPY PROGRAMS 


By IRVING ROSEN, M.D., Clinical Director 
Cleveland Psychiatric Institute and Hospital, Ohio 


E MEN WHO FOUND so much value in group therapy 

Ti. the clinics, hospitals, and disciplinary barracks dur- 
ing World War II brought, with much enthusiasm, this treat- 
ment to several large Veterans Administration and state 
mental hospitals after the war. The initial impetus in this 
setting has, | think, tapered off. and group therapy is too 
often considered as just another treatment, useful particu- 
larly with neurotic and borderline patients, and with rela- 
tives. Meeting with eight to fifteen or more psychotics for 
psychotherapy proved to be hard and tedious work, especially 
with the chronic cases. Programs of this sort, often started, 
did not last, and today far too many hospitals have no pro- 
grams or, at best, only a few sporadic groups. 

The group approach, once learned, however, becomes a 
valuable tool of administration, teaching, and ward manage- 
ment. Indeed, it has tended to become central to the func- 
tioning of many of the more effective modern hospitals. 
Working with groups provides a means for the study and 
control of milieu and for eliciting communications from the 
grass-root echelons of the hospital. A democratic ideology 
is encouraged, which in turn helps foster notions for patient 
self-government and the open hospital. 

Those of us who have persisted with group therapy know 
it to be potent even with the senile and back-ward patients. 
Moreover, it gives doctors and other personnel in training 
the chance to see patients as recognizable persons over a 
period of time, which makes for a humanistic counterbalance 
to organic or mass approaches. It is well to remember also 
that one rarely treats an individual psychotic without be- 
coming heavily involved with his family or other life-situa- 
tional group. 


Receptive Hospital Atmosphere Necessary 


A prerequisite for developing and sustaining a good-sized 
group program is the presence of a medical director who is 
convinced of its pervasive importance to the hospital. Group 
therapy may profitably be incorporated into a rehabilitation 
set-up, a geriatric unit, or a “total-push” program. The 
motivation for this therapy is enhanced when it is used in 
research projects. One may experiment with leadership, or 
group structure, or study special types of patients—the 
regressed, blind, adolescent, overly religious, and so on. 

If the new resident is to begin and continue with group 
methods, it is necessary to prepare him for this work with 
rather full didactic instruction. When the group idea was 
new, incentive was provided by the feeling of exploration of 
a new territory. But today few residents will stay with it 
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unless given copious direction. One of them said to me. 
“To send me out to conduct group therapy on these patients 
is like telling me to build a bridge without telling me how.” 

I have been asked when we should begin to teach group 
therapy in relation to instruction in individual therapy. My 
present opinion is that they should begin simultaneously. 
Most trainees prefer to start with the individual because of 
the strange and complex character of the group. But orien- 
tation to individual pathology can interfere with the later 
maximum use of the potential inherent in a group situation. 

Regular supervision is necessary to maintain the program, 
and it is valuable for the supervisor to actually observe the 
process itself. Valuable too are demonstrations by experi- 
enced leaders. The best way for a trainee to learn apprecia- 
tion of the subtle patterns of interaction in psychotic groups 
is for him to observe many groups led by many other thera- 
pists. He will begin to see how bizarre communications may 
refer obliquely to the leader, that the psychotics are often 
reacting to the present situation but are puzzling the thera- 
pist by operating within his blind spots. Among remarks 
made in my presence by disgruntled schizophrenics are: 

“Somebody unbalanced is in charge of the world.” 

“Gluttony is a crime.” “You are in New York; we are 

in Boston.” “Here lies a guy who went five hundred 

miles an hour dead as a door nail.” “Rip Van Winkle 
is here today.” 

Group therapy, when allowed to proliferate in the large 
hospital, takes many forms. There are the usual minimal- 
direction groups of 8-15; groups with emotionally spontane- 
ous leaders; others with leaders who participate in a variety 
of activities or who introduce an educational subject. Some 
therapists find that they can control a ward group of 30-50 
patients if they set a limited goal such as encouraging a 
permissive atmosphere, or listening to gripes on administra- 
tion, or answering requests for psychological information. 


Some Problems Which Arise 


During the course of a program certain problems can be 
expected. The aides don’t cooperate; the patients won't 
come; there is no time. Well, the aides take their cues from 
the doctors and nurses; if the group is met faithfully and on 
time and discussed with the personnel, there will be little 
difficulty from ward personnel. Most patients will come: 
some will have to be coaxed or pushed. It is often true that 
some patients will not talk or socialize. In this case, the 
leader will just have to be lively and provocative, and per- 
haps use non-verbal activities. Chronic psychotics form only 
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the most tenuous of groups, but they do listen, resonate with 
the emotional interactions of others, and develop some in- 
group feeling noticeable when a stranger comes in. Long- 
term, closed (without transients) group therapy is usually 
next to impossible in the busy receiving service. Here open 
groups and ward groups are the most satisfactory. An inter- 
esting problem is posed by the chronic patients on tranquil- 
izing drugs who do not respond to the provocative group 
milieu; they give the group a “dead” feeling which several 
of us are now experiencing and studying. 

Group leaders are drawn most often from the ranks of 
the psychologists and psychiatrists. Nurses appear to be too 


. few and too busy to participate in this therapy, though it 


would help them if they did. Training in group techniques 
is very valuable to the occupational and recreational thera- 
pists, while a really large-scale group program, involving 
thousands of patients, necessitates the use of aides and 
volunteers. Leadership with an analytic orientation is not 
usually feasible or teachable for these people. But step-by- 
step methods, such as the D. H. Smith Remotivation tech- 
nique built around educational topics, are readily usable by 
aides. The introduction of such subjects as etiquette, Red 
Cross nursing, model railroading, and other hobbies, with- 
out the step-by-step method used in Remotivation, provides 
sufficient cement for volunteers to hold groups together, and 
the patients benefit more than they would from simply learn- 
ing to make a bandage or snap a picture. 


During the past six months I have become acquainted with 
the contribution of social group workers in mental hospitals. 
Somehow I had never met any of these people in Boston or 
in Philadelphia but they seem to thrive on the murky shores 
of Lake Erie. I came upon a nest of them working at the 
Cleveland Psychiatric Institute and Hospital, drawing in- 
spiration from the School of Applied Social Sciences of 
Western Reserve University. 


Social Group Workers 


These people work with small groups, chosen largely for 
homogeneity of interest—i.e. young peoples’ groups, orienta- 
tion groups, or pre-discharge groups. They use a rather 
passive and supportive type of leadership, avoiding “deep” 
interpretation. Some of these workers are extremely skilled 
—even excitingly so—in creating a sense of community on 
a ward. They seem to bring out the potential inherent in 
cooperative living; their groups are able to contribute to the 
initiation of new members to the ward, as well as to its 
government and maintenance. This division of the social 
work professional may well provide us with our “sociological 
therapists” of the future. 

Finally, I have always found time for group therapy, 
even in the most overcrowded hospitals. Despite all the head- 
aches involved, the development of a hospital-wide program 
of group therapy will amply repay the enthusiasm and 
dogged persistence needed to establish and sustain it. 
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e revitalizes depressed patients’ 
e relieves pain in angina pectoris 
e lessens fatigue, aching, 
stiffness in rheumatoid arthritis 


HOW TO USE CATRON: catron nydrochloride is a monoamine 
oxidase (MAO) inhibitor useful in the treatment of depression and 
of other disorders indicated below. It is recommended for use 
in carefully selected cases and in those patients who have not 
responded to the milder drugs. 


ADMINISTRATION AND DOSAGE Dosage of catron must be in- 
dividualized according to each patient’s response. The initial daily 
dose should not exceed 12 mg. and should be reduced as soon as 
the desired clinical effect is obtained. In severe depressions some 
clinicians desire rapid results and begin treatment with 24 mg. 
daily; this dosage should not be continued for more than a few 
days. A single daily dose in the morning is recommended. A con- 
tinuous or interrupted schedule may be used, the latter during 
the maintenance period. 


Depression (Endogenous, Reactive, Postpartum, Involutional and 
Depression Secondary to Schizophrenic or Neurotic Reaction): 
initially, 12 mg. once daily for approximately 2 weeks, or less if 
improvement appears. Dosage is then reduced to 6 mg. daily. As 
improvement continues, maintenance dosage of 6 mg. every other 
day or of 3 mg. daily often proves satisfactory. An interrupted dos- 
age schedule is recommended for long-term therapy. 


ANGINA PECTORIS: 3 to 6 mg. daily in most cases. Relief of pain 
and elevation of mood may be dramatic. Victims of angina pectoris 
who respond in this manner should be cautioned against overex- 
ertion induced by their sense of well-being. 


RHEUMATOID ARTHRITIS (Adjunctive Therapy—in severely disabling 
forms, particularly when accompanied by depression): 9 to 12 mg. 
daily for 3 days, then 6 mg. daily, reducing further to 3 mg. daily 
on signs of improvement. If a conventional antiarthritic agent is 
used, lower doses of each are indicated. 


CAUTION: Certain circumstances should be watched carefully when 
using CATRON. 


DRUG POTENTIATION—The list of drugs which catron potentiates 
is not yet complete. catron should not be used concomitantly 
with any other drug unless, (a) it has been ascertained that the 
two drugs bear no qualitative relationship, or (b) potentiating action 
is being sought, as may be the case with tranquilizing drugs, includ- 
ing reserpine and the phenothiazines, and with the amphetamines, 
barbiturates and hypotensive agents. 

HYPOTENSIVE EFFECT—AI! normotensive patients receiving CATRON, 
but especially elderly patients, should be warned about the possi- 
bility of orthostatic hypotension during the initial period of higher 
dosage. In the few instances where this may occur, lowering of the 
dose will usually permit continuation of therapy. 


COLOR vision —A reversible red-green color defect has been reported 
in a few patients, chiefly hypertensives, on extended therapy with 
catron. Discontinue the drug if such changes occur. 


For detailed information, request brochure No. 19, CATRON 
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ANIMALS, NEUROLOGIC siGns—In toxicity studies with animals, a 
neurologic syndrome has been observed characterized by tremors, 
muscle rigidity and difficulty in locomotion. Although extensive 
clinical experience has not shown such reactions to be a problem 
in humans in recommended dosage, should a similar neurologic dis- 
turbance occur, the possibility of drug action should be considered. 


sioE EFFECTS — Major side effects requiring cessation of therapy are 
infrequent. Other side effects—constipation, delay in starting mic- 
turition, increased sweating, hyperreflexia, ankle edema, blurring 
of vision, dryness of the mouth—are usually readily controiled by 
lowering the dosage. Rash, observed in a few patients, cleared up 
rapidly upon discontinuing therapy... 
waRNING: Pharmacologic studies show that with proper dosage 
CATRON will inhibit monoamine oxidase in the brain without influ- 
encing this enzyme in the liver. This is in contrast to previous 
inhibitors which depress monoamine oxidase activity in the liver 
before affecting this enzyme in the brain. 
Although the evidence suggests that serious life-threatening hepa- 
titis seen with other MAO inhibitors should not occur with CaTRON 
in the recommended dosage, it has been reported on rare occasion 
with dosages in excess of the recommended levels. 


The Following Precautions Are Recommended: 

1. In all instances daily dose should not exceed 12 mg. 
2.Reduce daily dose as soon as response is established, usually 
in a matter of 1 to 2 weeks. 
3. Do not prescribe to a patient more than sixteen 6 mg. tablets or 
thirty-two 3 mg. tablets of catron at one time. 


4. Patients should return for observation before additional caTRON 
is prescribed. For this reason, prescriptions for catron should be 
marked “not refillable.” 


5. Perform regular liver function tests. 


6.Do not use the drug in patients with a history of viral hepatitis 
or other liver abnormalities. 


catron is the original brand of £- brome ot hydrazine. & = supplied 
as the hydrochloride in tablets of 3 mg. and 6 mg., bottles of 50 


REFERENCES (1) Agin, H. V.: A Pharmacologic fe goose to the Stud of the Mind 
Springfield, Iil., Charies C Thomas, in press. (2) : The Use of JB-516 (CATRON) 
in Psychiatry, "Conference on Amine Oxidase inniiitors, New York Acad. Sc., 
Nov. 20-22, 1958. (3) Bercel, N. A.: op. cit. (ref. 1). (4) Kinross-Wright, J.: Panel Dis- 
cussion of Psychic Energizers, cn cit. (ref. 1). (5) Kinross-Wright, J.: Experience with 
18-516 (CATRON) and other Psychochemicals in Clinical yoy Conference on Amine 
Oxidase Inhibitors, New York Acad. Sc., Nov. 20-22, (6) name, R., and 
Prinzmetal, M.: Treatment of Angina Pectoris with CATRON "UB-516), J. Cardiol. 
3542, 1959. (7) Scherbel, A. L., and Harrison, J. W.:.The Effects of + F and Some 
Other Amine Oxidase tahibitors in Rheumatoid Arthritis, Conference on Amine Oxidase 
Inhibitors, New York Acad. Sc., Nov. 20-22, 1958. 
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A. P. A. Services to Hospitals 


Clinical and Pathological Laboratories 


E clinical and pathological laboratories are an essen- 

Tria part of any hospital. Mental hospitals should 
always maintain a laboratory where routine tests can be 
made, unless the hospital is so small that the amount of 
work to be done does not justify the cost. In the case of 
small private hospitals, full credit is given by the Central 
Inspection Board if the tests are performed by a licensed or 
approved laboratory and there is evidence that the licensed 
laboratory is being used sufficiently. 

A laboratory maintained by a hospital should be cen- 
trally located, preferably in the medical-surgical building. 
There should be adequate space for the equipment needed 
for the various procedures in the laboratory, and there 
should be an office, and a mortuary properly equipped for 
performing autopsies. 

A qualified pathologist should give supervision to the 
laboratory. If the hospital has fewer than 1,000 beds, the 
pathologist may be employed on a part-time basis, but for 
larger hospitals he should be full time. In addition to giving 
supervision to the laboratory personnel, the pathologist 
should examine, both grossly and microscopically, all tissues 
removed at operations and should submit a signed ‘report of 
his findings. Facilities should be available for making 
frozen sections in the hospital laboratory or at a nearby 
commercial laboratory or general hospital, and the pathol- 
ogist should render this service to surgeons when they re- 
quest it. The pathologist should also perform all autopsies 
and should arrange regular clinicopathologic conferences 
for the education of the staff. 


Medical Museum for Teaching 


When enough materials are available, a medical museum 
should be established containing interesting pathological 
specimens which can be used in a teaching program. Since 
the pathologist is responsible for the work done by the 
technicians, all reports should bear his signature and the 
initials of the technician who performed the test. A rubber 
stamp may be used by the pathologist, provided he certifies 
in writing that he alone has access to, and uses the stamp. 
If a full-time or part-time pathologist is not available, part 
credit is given for an active consulting pathologist. 

There should be a sufficient number of registered or 
qualified technicians to perform the work of the laboratory. 
It has been estimated that there should be one technician for 
each 7,500 procedures per year. Technicians who are quali- 
fied should be encouraged to secure registration. Some 
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By Charles K. Bush, M.D., Chief Inspector 
A.P.A. Central Inspection Board 


credit is given for practical technicians who are not quali- 
fied. When there is not sufficient work to keep a technician 
busy full time, he may be employed part time or may per- 
form additional duties such as making electrocardiograms, 
electroencephalograms, basal metabolism tests, or X-rays. 

All newly-admitted patients should have a complete blood 
count, a urinalysis, and a serological test for syphilis. Some 
hospitals routinely require a blood bromide determination 
and others do a non-protein nitrogen determination on the 
blood of all admissions over the age of 50 or 60. Where 
intestinal pathogens have been a problem, stool cultures 
have become routine in some hospitals. 


Blood Bank or List of Donors 


Emergency laberatory work should be available at all 
hours and, if necessary, laboratory personnel should rotate 
“on call.” If a blood bank is not maintained in the labora- 
tory, or blood is not easily obtainable from a nearby bank, 
there should be a list of potential donors who have been 
typed. Permission should, of course, be obtained from a 
patient’s relatives and from the patient himself, if com- 
petent, before using him as a blood donor. 

Original laboratory reports should be filed in the patient’s 
medical record and duplicate copies should be filed in the 
laboratory. Tissue reports should also be indexed accord- 
ing to pathological diagnosis to serve as a basis for research. 

A request should be made for permission for autopsy on 
all patients dying at the hospital. The autopsy rate should 
not be less than 20 per cent, and when there is intern or 
residency training, it should be at least 25 per cent. Many 
hospitals have been able to maintain a rate of 50 per cent 
when the physicians make it a habit to ask routinely for 
autopsy permission. Complete protocols of autopsies should 
be filed in the medical records. 

Records should be kept on all work performed in the 
laboratory, and monthly and annual reports should be sub- 
mitted to the superintendent or medical director. These re- 
ports are a fairly good index of the type of medical care 
the patients are receiving. 

In rating public mental hospitals, the clinical and patho- 
logical laboratory is one of the essential departments. In 
private hospitals, the laboratories are an important part of 
the essential “Medical Services” department. Laboratory 
tests are important in the diagnosis and determination of 
treatment for patients and are necessary checks during 
treatment, especially when drugs are used. 
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CLINICAL EVALUATION OF 486 
EPILEPTIC PATIENTS* SHOWED THAT: 


In patients who had received no previous 
anticonvulsant medication, 
“Mysoline” therapy alone provided marked 
improvement to complete control of major motor 
attacks in the majority of patients. 


In patients only partially controlled with maximum 
dosages of other anticonvulsants, 
the addition of “Mysoline” therapy was followed by 
marked improvement to complete control of grand 
mal attacks in 39% of the patients. 


In patients refractory to maximum dosages 
of other anticonvulsants, 
“Mysoline” employed alone provided marked 
improvement to complete control of major motor 
attacks in 34% of the patients. 


In 39 patients with mixed seizures, 
“Mysoline” provided improvement to marked control 
in 49% of the patients. 


The dramatic results obtained with “Mysoline” advocate 
its use as first choice of effective and safe therapy 

in the control of grand mal and psychomotor attacks. 
Supplied: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 
Literature on request. 


*Livingston, S., and Petersen, D.: New England J. Med. 254:327 


5933 (Feb. 16) 1956. 
AYERST LABORATORIES : 
New York 16, N. Y. -Montres!, Canada 
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So Much for So Little 


By ROBERT NORWOOD, OTHA WARREN, DORIS DUKE, Nursing Assistants 
VA Hospitai. Tuscaloosa, Alabama 


Consistent Attention, Even In Small Doses, Can 
Be Effective In Motivating Severely 
Withdrawn Patients 


oO“ OF THE MAJOR PROBLEMS facing nursing person- 
nel is how to help the severely withdrawn patient 
experience a feeling of individuality and satisfying group 
relationships. When plans were being considered to start 
a group work program in our hospital, as a means for 
coping with this problem, we had no idea that so much 
progress in motivating patients could result from a little 
consistent attention to a particular group. The ward chosen 
to initiate the program was a continued treatment unit for 
ninety patients who are predominantly regressed, withdrawn, 
and apathetic. Many of these patients are “ward sitters” 
or “elopers.” 

In considering plans for this project, certain specific pur- 
poses were identified, namely: (1) to provide an gpportunity 
for approaching the patient on an individual basis and at 
his level of communication or social interaction; and (2) 
to provide goal-directed activities which would encourage 
some form of patient-response, eventually resulting in a feel- 
ing of mutual acceptance and personal recognition as a 
member of a group. Several conferences were held in which 
members of the inservice education staff worked with us in 
outlining the program. 


Groups Are Kept Constant 


Thirty patients were selected and divided into two groups 
according to their needs and levels of functioning. Their 
average length of hospitalization was fourteen years. It was 
decided that one male nursing assistant would work as 
leader with each patient group, with a female nursing assist- 
‘ant acting as a coordinator or co-leader for both groups. It 
was felt that this co-leader would be invaluable as both 
participant and cbserver. She could also act as intermediary 
for the groups and make comparative studies of each group’s 
progress and methods of approach. An already crowded 
activity program and a minimum of personnel coverage 
made it necessary to schedule the sessions from 10-11 a.m. 
on Tuesdays and Fridays for Group I and on Wednesdays 
and Thursdays for Group II. It was planned to maintain the 
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continuity of the number of group members by observing 
those patients with similar interests and behavior and 
inviting them to join the groups. This method has worked 
well, with only two members joining and later dropping out. 

Weekly follow-up conferences with members of nursing 
education, the supervisor, and the head nurse were planned 
to assist in evaluating types of activities in accordance with 
patient needs. A Group Observation Record was developed 
to aid in determining individual and group progress. These 
records are checked on a monthly basis. 


Activities Suited to Needs 


First we discussed the needs of each patient and the 
types of group activities which might be used for remotiva- 
tion. It was decided to use simple games for Group I. 
Rubber fruit jar rings and a board with hooks offered a 
type of ring toss which stimulated quite a bit of interest in 
those patients who were unable to communicate in other 
ways. Another game consisted of a plastic milk bottle placed 
on the floor in an upright position for group members to 
try and drop clothespins into the bottle. Carpet golf and 
several other games were also used. This level of play 
therapy continued for two months and active participation 
by personnel helped to create an air of acceptance. 

Next we used pictures to stimulate interest and conversa- 
tion. Various pictures were cut from magazines (animals, 
childhood and family scenes, outdoor scenes such as hunt- 
ing, fishing, various sports) and mounted on cardboard. 
These were passed around the group and questions were 
asked encouraging comment. It was hoped that this would 
evoke a spontaneous response in terms of former interests 
and associations. This activity was used for four months; 
participation was favorable and comments numerous. 

Simple poetry reading was selected as our next step in 
the project. A survey of library resources helped us in 
compiling a collection of suitable poems. Mimeographed 
copies were made for individual members of the group. 
Each patient was asked to read just a few lines at first, grad- 
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ually increasing the amount, and eventually some of the 
patients read the entire poem. The group would follow 
along with the reader and occasionally other members would 
make corrections for the poor readers. Reading at first 
tended to be mechanical but gradually gave way to more 
verbal or “feeling” expression. 

We continued along this line for six months during the 
winter season and participation greatly exceeded our expec- 
tations. “Decoupage” was also used, with colored paper, 
plastic scissors, and trace-pictures as working tools. We 
used pictures from old magazines to create scenes of our 
own by pasting them on cardboard. 

Throughout the project we have participated and guided 
this group by suggestive methods. One patient would not 
join with us but stayed off to the side of the group and 
listened. He was invited each day to join the group activities 
but was not pushed to do so. After a year he surprised us 
one day by pasting some pictures on a cardboard. 

We started with Group II using pictures, as already de- 
scribed, followed by simple games, poetry reading, and 
decoupage. Because the patients were more regressed in 


this group, it was necessary to use a more direct approach 
and closely supervise their perticipation. Otherwise the 
handling of the two groups was much the same. During the 
entire program, we have attempted to diversify the activities 
and encourage the patients to identify themselves as individ- 
ual members of a particular group. 

Of the original fifteen patients in Group I, nine have been 
transferred out. Of the nine, four have moved to a more 
progressive ward, four have gone on trial visits, and only 
one has been moved to a ward requiring closer supervision. 
Of Group II, three members have moved out, with two 
going to a ward with more progressive activities and one to 
a ward requiring closer supervision. However, the latter 
patient has returned and rejoined the group. Even though 
over-all group progress has been slow, it is felt that quite 
a step forward has been made by a few patients and the 
majority have derived some benefit. 

It is gratifying to see the results obtained under the cir- 
cumstances in which this group work program functions. 
We visualize even greater advancement in the program if 
and when we are able. to devote more time to it. 


COMMUNITY HAILS HOSPITAL 


The new Deering and Marquardt Buildings are in the f 


“A Community Salute to Progress at Augusta State 
Hospital”; these were the words that titled a special issue 
of the Kennebec Journal—sixteen pages of stories and con- 
gratulations from the people of Maine’s capital. 

The reason for this tribute was the dedication of two new 
buildings, Deering, a T.B. unit for 80 patients, and Mar- 
quardt, containing 160 beds for overactive female patients. 
Both buildings took over one and a half years in planning 
and their combined cost totaled $2,300,000. 

Over and over again the Journal's special edition ascribed 
a large measure of the success of Augusta’s progress to its 
superintendent, Dr. Francis H. Sleeper. During the 13 years 
Dr. Sleeper has been at Augusta, a number of construction 
projects have been completed. They include: a medical- 
surgical section, laundry, housing facilities for physicians, 
a warehouse, and a renovated kitchen. 

The hospital provides some unique features. - Its library, 
which consists of 28,688 volumes, jigsaw puzzles, and at least 
50 current magazines and newspapers, is considered one of 


oreground above. 


Photos from the Kennebeck Journal 


Small photo shows patients’ library. 


the best among mental hospitals throughout the country. 
Some 600 magazines are distributed on the wards each week- 
end, and in addition, patients maintain a scrapbook on the 
hospital. 

The hospital farm, which accounted for 30 per cent of the 
hospital food bill for fiscal 1958, has bucked a Maine 
farming trend toward specialization. It concentrates on 
three major areas: milk and cream, eggs and chickens, and 
garden vegetables. 

However. the hospital’s progress has not been without its 
setbacks. After spending $47,000 to draw up © <et of plans 
for an acute admission and active treatment buud ng, the 
hospital was refused by the 99th State Legislature its re- 
quest for $2,000,000 to construct the building. 

The tangible part of Augusta’s building program is evi- 
denced in the new structures already on the hospital grounds; 
the intangible, and perhaps most important part. is the sup- 
port and acceptance given by the community as witnessed by 
the special congratulatory issue of the Kennebec Journal. 
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High Standards for Child-Care Workers 


By FREDERICK E. KRATTER, M.D. 
Senior Clinical Psychiatrist 

Letchworth Village 

Thiells, N. Y. 


ew SUCCESSFUL CARE and training of retarded chil- 
dren depends to a great extent upon the atmosphere 
and tone of the institution and the close relationship be- 
tween the attendant staff. the teachers, and the children. 
Members of the child-care staff are in many ways the key 
personnel of the training school for they are in continuous 
contact with the children in their living units. There they 
show them the various basic steps and routines which will 
eventually lead them to a better adjustment to their en- 
vironment. However, we cannot expect the retarded to learn 
as quickly as normal children and that is why patience and 
perseverence on the part of the staff are of the utmost im- 
portance. 

The cottage parents are to a fair measure responsible for 
the standard of good habits in eating, dressing, and toilet 
training which the retarded receive under their supervision 
and guidance. It is for these reasons that such people must 
possess certain basic attributes which will make them 
fit to look after the mentally defective. They must have 
patience, affection, and understanding and in addition be 
able to practice self-control and moderation, have a rich 
and abiding sense of humor, recognize the meanipg that a 
child's family has for him, have a high regard for a good. 
moral home life, and possess strong home-making capabili- 
ties. They should be endowed with vigor and vitality, be 
free from moral or spiritual handicaps, have a well-rounded 
philosophy of life, be keen in furthering the youthful point 
of view. and have an innate compassion and love for chil- 
dren in general. They should be capable of providing them 
the stimulation which they need for the inculcation of 
wholesome attitudes and desirable social habits. Child-care 
staff should be persons of refined character, obliging man- 
ners, and tactfulness; come from an adequate cultural back- 
ground; and have an appreciation for the value of educa- 
tion, rehabilitation, and spiritual qualities. Their moral and 
emotional fitness must be unquestionable and their training 
experience must be sufficient to equip them for their duties. 
They should have at least a high school education or its 
equivalent and prior to being employed should be required 
to pass a personal interview and personality test satisfac- 
torily. 


Inservice Training 


The staff should have a reasonable amount of knowledge 
of the physical, emotional. and mental development of nor- 
mal and subnormal children, an understanding of their own 
role in relation to helping the child, a comprehension and 
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acceptance of the assistance other members of the institu- 
tional staff can give to the child, and an ability to work as 
a part of a training team. These objectives and general 
attitudes should be taught and indoctrinated in specially 
planned inservice teaching programs based on inquiries and 
questions most frequently asked by the child-care staff. 

With regard to discipline and its practical application, it 
is important to fully realize that too much demand for obedi- 
ence from retarded children or too much domination over 
them on the part of the attendant staff and teachers have 
often led to demoralizing, and adverse effects on the pupils. 
Fair discipline and orderliness, however, are necessary and 
constructive, their purpose being to help the children learn 
self-control rather than to conform to the standards of be- 
havior of fully matured adults, which they are not ready as 
yet to comprehend and assimilate. By routine, repetition. 
and relaxation methods. they will acquire in due course the 
knowledge of how to tell right from wrong. Achieving this 
is not always easy, yet a good start usually means good 
results. Encouragement and praise for good behavior or 
work well done are usually more effective and better meth- 
ods of instruction than repeated criticisms and punishment. 
If corrective measures are necessary, denial of a treat or 
pleasure is often all that is required. Any action should be 
taken at the time of misconduct, since the retarded child 
will soon forget the reason for being punished if there is too 
long a time lapse. The duration of deprival of privileges 
should be short—rarely as long as a week. The child’s 
ability and willingness to respond to discipline or to accept 
a reprimand will depend largely upon his feeling and aware- 
ness that the attendant or teacher meting out his punish- 
ment accepts and loves him. The mental defective needs 
much forgiveness and understanding which can be fostered 
and cultured by the staff by making sincere attempts at 
identifying themselves with him and by observing closely his 
individual complex. personal needs, and physical handicaps. 
The knowledge of the mental, educational, and social growth 
and progress will add considerably to the staff's over-all in- 
sight into the child’s general maturation and environmental 
adjustment. 

The maintenance of secure, pleasant, and cheerful sur- 
roundings rests greatly with the child-care staff and the 
philosophy of the administration. The atmosphere must be 
one of relaxation. implying. of course, a sense of peace. hap- 
piness, beauty, and serenity. These emotionally stabilizing 
factors are most certainly of great importance in an institu- 
tional set-up. It is not nearly so important that the en- 
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COMPREHENSIVE, 
THREE-LEVEL TREATMENT 
OF DEPRESSION 


AND ASSOCIATED ANXIETY 
AND PHYSICAL TENSION 


RELIEVES DEPRESSION 
including symptoms such as crying, 
lethargy, loss of appetite, insomnia 


RELIEVES ASSOCIATED ANXIETY 
with no risk of drug-induced depression 


RELIEVES ASSOCIATED 
PHYSICAL TENSION 
by relaxing skeletal muscle 


hypothalamus 


thalamus and 
limbic system 


spinal cord 


benactyzine + meprobamate 


= confirmed efficacy 
= documented safety 


SUPPLIED: Bottles of 50 light-pink, scored tablets 
COMPOSITION: Each tablet contains 1 mg. benactyzine HCl 
and 400 mg. meprobamate 


(fy WALLACE LABORATORIES + New Brunswick, N. 7. 
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vironment be richly furnished, decorated, or expensively 
equipped as that the prevailing attitude and philosophy of 
the institution radiate a feeling of happiness and content- 
ment, free from tension, anxiety, fear, and strains, which are 
so harmful, contagious, and quickly communicated. 


Discipline and Punishment 


No child or group of children should be allowed to punish 
another person with intent to hurt or do bodily harm. How- 
ever, those who do commit such an offense without being 
capable of comprehending the serious nature of their mis- 
conduct should be transferred from their living unit or 
sedated. Discipline and punishment should always be thought 
of in terms of remedial treatment. The purpose of this, of 
course, is to change the wrong attitude and conduct of the 
child by having it replaced by an adequate standard of ac- 
ceptable behavior. To achieve this aim the children should 
be given every opportunity to voice their problems and feel- 
ings in an atmosphere of confident trust, reassuring im- 
partiality, and privacy with their staff. When the child-care 
staff has to deal with a slow-learner whose behavior has be- 
come unacceptable and asocial, it is, in the first place, of 
paramount importance to understand why he acts and speaks 


in the way he does. The motivation of his functional re- 
sponses is primarily based upon his inferiority and hostility 
feelings toward the outside world, which in a way formulate 
his individual pattern of reacting defensively to a changing 
and often incomprehensible environment far beyond his de- 
velopmental grasp. 

Requests made of defective children, and standards of con- 
ventional conduct set for them should, therefore, be reason- 
able and well within their ability to understand and achieve. 
Under no circumstances should staff members allow them- 
selves to project unwittingly their own subconscious failings, 
shortcomings, or frustrations onto the patients in their care 
or to attribute to them actions or statements the meanings 
of which would be utterly foreign to their way of acting or 
thinking. This would particularly apply to habits of toilet, 
matters of body hygiene, and sexual education. 

In conclusion I should like to say that most of us are com- 
posites of success and failure and before judging the re- 
tarded child’s achievements in his life, let us face up in 
recognizing our own limitations, real or imaginary. This 
perspective attitude toward our less gifted neighbors would 
help us develop more respect for, and a better understanding 
of the mentally deficient. 


CHRISTMAS DECORATING PROMOTES REHABILITATION 


OR THE PAST TWO YEARS we have been trying to make 

F christmas a rehabilitative as well as an enjoyable ex- 
perience for our psychiatric patients. By encouraging them 
to participate in the decoration of the hospital living areas, 
as they would if they were at home, we utilize the excite- 
ment and emotional warmth of Christmas to help promote 
better personal and group adjustments. In terms of patient 
enthusiasm and response, the program is a success. 

There were several difficulties to overcome at.the very 
beginning of the program. The size of the operation alone 
was a problem—900 patients living in 12 separate build- 
ings. To offset this we had to enlist the aid of the nursing 
personnel in charge of the patient areas, motivate and make 
participation possible for patients with a variety of physical 
handicaps as well as mental disorders, and utilize volunteer 
services effectively without overloading them. 

Fire and safety regulations limited the types and uses of 
decorating materials. Other rules governed the use of ad- 
hesives: no attaching to painted surfaces, and rubber cement 
instead of scotch tape where adhesives were permitted. Com- 
municating—and then checking—these rules effectively re- 
quired diplomacy, discretion, and an eagle eye. 

Perhaps the most difficult task of all was to prepare deco- 
rations early enough in the season to be useful, without 
losing the interest of the patients. To get the program un- 
der way a committee was formed of supervisors of the 
nursing services, who checked and approved decorating 
plans and safety and fire regulations, and a volunteer leader 
who organized the decoration of two of the largest buildings. 

Once plans were established and supplies purchased, active 
preparations began. Interested outsiders, both individuals 
and groups, made tree ornaments from such materials as 
metallic paper, pine cones, pipe cleaners, and used Christ- 
mas cards. They contributed window pictures painted on 
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transparent plastic, six-foot artificial trees, table pieces for 
the cafeterias, and eight Santa-and-sleigh murals. 

In some buildings, almost all material was prepared or 
sent in from the outside. Cottage employees, or Gray Ladies 
regularly assigned there, acted as decorating leaders. In 
other areas, employees and some patients took part in 
preparation as well as in trimming. In each instance patient- 
participation was emphasized and the leaders were instructed 
to draw patients into the process whenever possible. 

The degree of participation varied according to the type 
of patient. In the children’s unit, for example, employees 
had to initiate the preparation but the youngsters did most 
of the work. Patients in the acute treatment service showed 
little interest in preparing any materials, but were eager to 
take part in using them. In the continued care unit, both 
men and women showed considerable interest, but more 
tended to watch and comment than to take part. 

Measuring the success of the program is difficult but its 
value is apparent. Excited comments from usually with- 
drawn or preoccupied patients accompanied the arrival of 
materials, and participation, while far from complete, was 
generally enthusiastic. One elderly woman came up to tell 
an attendant breathlessly how a Gray Lady helped her 
cement a bright cutout to a windowpane. Other patients ex- 
pressed in actions without verbalization their interest or 
pleasure in the decorating project. 

From year to year operational refinements have been 
leading to more precise observation of patient reaction, and 
in turn to increasing involvement and participation. Christ- 
mas preparation is a now major event in this hospital and 
is proving a valuable tool in the rehabilitation for our 
psychiatric patients. 

Louise Tullis, O.T.R. 


New Jersey Neuro-Psychiatric Institute, Princeton 
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Amid lush tropical plants and trees, patients at the 
Puerto Rican Institute of Psychiatry watch as a fel- 
low-patient, entertains them with an impromptu 
juggling act. The pleasant climate and relaxed at- 
mosphere of the hospital setting lend themselves to 
such gatherings, with informal or sports-type cloth- 
ing the uniform of the day. Patients have complete 
freedom of the hospital grounds and much of their 
treatment program is carried on out of doors. The 
admissions building can be seen through the trees 
in the background. 


The Puerto Rican Institute of Psychiatry 


By E. D. MALDONADO SIERRA, M.D. 


Executive Director 


HE PUERTO RICAN INSTITUTE OF PSYCHIATRY began in 

T i049 as Hospital Hato Tejas, a private mental hos- 
pital. After nine years of operation, it was incorporated as 
a nonprofit organization on May 1, 1958. Its major pur- 
poses are to give high-quality psychiatric care to inpatients 
and outpatients; to train personnel in the psychiatric dis- 
ciplines and in other social sciences; and to develop research 
programs leading to improved methods of treatment, more 
culturally appropriate teaching and training techniques, and 
a better understanding of the dynamic factors involved in 
the personality structure of the Puerto Rican. 

The Institute, which was conditionally approved by the 
A.P.A. Central Inspection Board in 1958, is located on 25 
landscaped acres near Bayamon, approximately 8 miles west 
of San Juan, the capital of the island. Its present physical 


facilities, now in process of expansion, accommodate 255 
male patients in eight modern, reinforced concrete build- 
ings and five wooden cottages, with the usual diagnostic, 
treatment, and clinical facilities and equipment for a modern 
teaching and research psychiatric hospital. There is also a 
modern comfortable pavilion for 20 female patients. This 
is an attractively decorated building with a large patio and 
flower garden. An outpatient department was recently 
established. 

Of the resident male patients, about 90 per cent are 
referred by the Veterans Administration, under a contract 
established in 1951. There are also a number of free beds 
which are used by patients selected primarily for teaching 
and research purposes. 

During 1958, the average daily census was 160 patients, 
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Diagnostic and treatment services include, in addi- was 
tion to the modern dental clinic shown at left, a soci 
clinical laboratory, X-Ray diagnostic equipment, prog 
electrocardiograph and_ electroencephalograph fa- the 
cilities, an operating room suite, and a medical li- orth 
brary, as well as the usual O.T. shops, gardening 
and farm areas, and outdoor recreation courts for 
patients. 


Patients in occupational therapy 
construct chairs from wooden 
frames and bamboo strips. The 
hospital considers O.T. as prevoca- 
tional training and provides for the 
disposition of articles. 


As the hospital has grown in size, 
emphasis on group and interper- 
sonal therapy has increased. Some 
group situations are structured to 
combat traumatic influences ex- 
plicit to the sociocultural aspects of 
Puerto Rican family life. Gradual 
efforts are being made to extend 
therapy into the community through 
patient follow-ups in the outpatient 
clinie and intensive work with pa- 
tients’ families. 


with an average length of stay of 125 days. Admissions 
during the same year were 432. 

Six of the eight staff psychiatrists are senior board men, 
and the other two are board-eligible. At the present time 
there are eight residents in the three-year program. Full-time 
staff in other disciplines includes two psychologists, three 
social workers, five psychiatric nurses, ten auxiliary nurses, 


over 45 per cent of 1700 patients admitted here during the 
past ten years have been diagnosed as schizophrenic reac- 
tions, yet less than 2 per cent of these schizophrenics have 
been classified as hebephrenics: and often seen here among 
our schizophrenics are bizarre, hyperkinetic seizure patterns 
which appear to be psychogenic in origin. 

The treatment program at the Institute takes place in a 


an occupational therapist, and a recreation worker. In addi- relaxed, informal, hospital atmosphere, in which patients such 

tion, we have outside consultants for each of the medical have the freedom of the hospital grounds. Formal treat- -s 

and surgical specialties, and a few part-time professionals. ment follows two major lines—organic, and individual and ne 

Treat oi group interpersonal psychotherapy. The organic methods nn 
a include the use of the ataractic drugs, electroshock. and h 

Although all the usual diagnostic categories can be found insulin shock. As the hospital has grown in size, our em- ean’ 


among our patients, there are some interesting differences 
between Puerto Rican psychotics and psychotics found in 
continental American institutions. For example, one seldom 
observes here any cases of schizophrenia comparative in 
malignancy to those cases often seen in the United States: 
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phasis upon individual and group interpersonal therapy has 
increased, and gradually, efforts have been made to reach 
out into the community through follow-ups in the outpatient 
clinic and by working more intensively with the families 
of our patients. 
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As might be expected, the social work department has 
heen extremely active here, although we initially had difh- 
culty in interpreting to other Puerto Rican agencies what 
was to them a new specialty. Traditionally on this island, 
social work has been associated only with public assistance 
programs. Among the patients themselves, we found that 
the male patients readily accepted the social worker's con- 
tribution, but the women, who in this culture are not ex- 
pected to share their private life with “outsiders,” showed 
considerable resistance. The goals of the social work depart- 
ment here are those commonly accepted by hospitals in 
North America. Since last August, the social work staff has 
been holding weekly conferences with the clinical director 
for the purpose of clarifying the role of the social worker 
and the integration of her work with that of other disciplines 
within this Puerto Rican culture. 

Occupational therapy and other activities are a very im- 
portant part of our program, and we serve as many patients 
as possible. We consider occupational therapy as prevoca- 
tional training, because so many of our patients became 
ill in their teens and never learned a trade, or else have been 
in the hospital so long that they have lost any skills they 
may have had. A prescription card, with the psychiatrist's 
recommendation, is of the utmost importance, so that the 
occupational therapist can select the most suitable activity. 

We consider of very great importance the disposition of 
articles made. Only a small number are left in the depart- 
ment. About 80 per cent are kept by the patients and given 


The hospital has acc dations for 
255 males and 20 female patients. The 
males, most of whom are referred by the 
Veterans Administration under a_ con- 
tractual agreement, are housed in eight 
modern reinforced concrete buildings, 
such as that shown above, and five wood- 
en cottages, Females occupy a separate 
pavilion with a large patio and flower 


Each activity within 


to relatives or friends. Others are sold to hospital personnel 
or other patients. We feel that this policy enables the 
patients to get the greatest satisfaction out of their accom- 
plishments—in itself, an important part of therapy. 

Each of the many activities available is sufficiently flexible 
to encourage the participation of patients of varying levels 
of ability or emotional disturbance. Each is designed to 
provide social interest so as to improve the patient's adjust- 
ment to others. Group projects calling for patient participa- 
tion are being made more complex and available to a larger 
number of patients. 


Research Activities 


A hospital research committee, composed of the executive, 
clinical, and research directors, plans the direction and 
basic framework for all our research endeavors, which were 
initiated here in 1957. Social psychiatry is one major focus 
of our investigations. We want to isolate some of the social- 
cultural factors which tend to influence personality structure 
in Puerto Rico. This is an area of the world where very 
rapid changes are taking place which are affecting family 
dynamics and values. We shall attempt to explore the in- 
fluence of these stressful factors upon the development of 
personality. Eventually we may be able to develop a com- 
prehensive theory which could enable us to evolve methods 
for treatment and prevention. 

The second major area of our investigative efforts is an 
endeavor to develop psychotherapeutic techniques specifically 


the occupational 


garden. The usual diagnostic, treatment, 
and clinical facilities are provided and 
there is a newly-established outpatient 
service. 


therapy program is designed to provide 
social interest and improve the patient’s 
adjustment to others, thus leading to so- 
cial rehabilitation outside the hospital. 
In addition to oil and water painting, 
activities include other arts and crafts 
and special projects such as the hospital 
paper, music activities, and helping with 
the patients’ library under the direction 
of a local volunteer worker. 
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adapted to our cultural milieu. A grant from the National 
Institute of Mental Health is enabling us to investigate the 
influence of multiple-therapist, group-treatment technique 
for schizophrenic patients. Preliminary results from a pilot 
exploration indicate that giving a group of schizophrenic 
patients the opportunity to relate to a nucleus of significant 
persons representing members of a healthy family may help 
clarify the blurred perceptions these patients have of other 
human beings. 


Training Programs 


We first had teaching experience as long ago as 1955 
when the University of Puerto Rico asked us to assist in 
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Saves Time, Space and Money— 
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950-57 ELGIN SYKO BED... 
enclosed chest foot end with two drawers. 
Provides storage space without need for extra 
clothing room. Saves many steps for attend- 
ants. Top drawer lock controls bottom drawer. 
No-sag, security type spring bolted to corner 
lock. Height, with glides: head, 36”; foot, 


950-42 ELGIN SYKO METAL CHAIR. SYKO-TOUGH or plastic covered 
H innerspring seat and cushion, plastic arm rests. 1%" square tubular frame. Height, 
: 31”; Seat, 19” x 21”; Floor area, 21” x 25%". (Available without orm rests) 


Write, wire, phone ANdover 3-0600 now for further details 


INC. INSTITUTIONAL DIVISION 
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the advanced training of their occupational therapy students. 
Since then the program has been small but steady, and last 
year, we had ten students in the O. T. department. We stress 
clinical training, and our affiliation is a period of profes- 
sional development and personal adjustment. We try to let 
these students help in other departments of the hospital to 
give them a broader understanding of the services rendered 
to psychiatric patients. 

Shortly after the O.T. courses started, the University’s 
School of Social Work began to use the hospital as a train- 
ing center for second year M.S.W. candidates in psychiatric 
social work. We try to offer students experience in a multi- 
disciplinary setting, with particular emphasis on the team 
approach and the integration of indi- 
vidual and group processes into treat- 
ment. Students meet regularly with the 
clinical director to discuss questions re- 
é lated to the dynamics of human be- 
havior and to basic psychiatric princi- 
ples. Since the establishment of our 
training center, twelve students have 
been trained. A follow-up shows that 
these graduates are holding key posi- 
tions not only in Puerto Rico, but in the 
U.S., and in Central America. 


Approved Residencies 


| In the residency program, recently 
given unconditional approval by the 
Council on Medical Education, we em- 
phasize learning in the first year; ex- 
periencing in the second year; and doing 
in the third year. A dynamic theory 
and approach to the diagnosis and 
treatment of mental illness is taught to 
first-year men in a series of 12 lecture 
courses, and in clinical conferences, 
seminars ,and the preceptorship. This 
includes specific aspects of our particu- 
lar cultural milieu here in Puerto Rico. 
During the second or experiential year, 
an important process is free, spontaneous 
participation in a team approach to 
problems. This involves the creation of 
healthy, give-and-take, interpersonal re- 
lations among all members of the staff— 
a radical departure from the norm of 
interpersonal relationships in Puerto 
Rico. During the third year the resident 
is fully engaged in doing treatment and 
meeting the public in the outpatient 
clinic. One of the things we hope he 
will do effectively is to stress prevention. 

Our training department also includes 
an affiliate program with two hospitals 
in Ponce for the psychiatric training of 
graduate nursese. In the near future we 
hope to establish a graduate training 
program for nurses who have had psy- 
: chiatric training at the undergraduate 
level, and for psychiatric social workers 
and psychologists at the doctorate level. 
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For The Bedridden and Incontinent 


Diaparene. 


DUSTING POWDER-—SURGICAL SOLUTION 


OINTMENT 


DIAPARENE OINTMENT — Therapeutically ef- DIAPARENE PERI-ANAL CREME — Healed or 
fective for decubitus ulcers, and controls offen- improved all cases of decubitus ulcers under obser- 
sive odor usually encountered in incontinents.!* vation.?:* An efficient and safe agent, in the pre- 
When applied to skin after each change of bed vention and treatment of peri-anal dermatitis.* 


linen and after each bath, promotes rapid healing 
of ammonia dermatitis.” 


DIAPARENE DUSTING POWDER— DIAPARENE SURGICAL SOLUTION — 

——s Dusted into bed linens, works as ad- 5 DIAPARENE impregnated dressings, dia- 
— 4  juvant therapy with DIAPARENE RINSE pers, or towels are effective prophylacti- 
Tiaparene 4 for decubitus ulcers, with a marked de- cally in urinary excoriation.5* Use of 
“BaBy. | Crease in the usual offensive odors.'* this solution results in evident reduction 
| Used with DIAPARENE OINTMENT, in ward odors.' 

ay ‘| cleared up or improved all cases of uri- 

4" 4 nary dermatitis.” 


HOMEMAKERS PRODUCTS DIVISION - George A. Breon & Company, 1450 Broadway, New York 18, N. Y. 
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Eliminating Incomplete Records... 


A CHALLENGE 


By HARRY N. DORSEY, Administrator 


and DOROTHY SMITH KELLER, Medical Record Librarian 
Western Psychiatric Institute and Clinic, University of Pittsburgh School of Medicine 


COMPLETED MEDICAL RECORD in good order is a 

A worthy investment as well as a satisfaction. Why? 
Because any given record may serve a number of needs. It 
may aid in the problem of diagnosis; it may help with the 
treatment of a new admission; it may even protect the doc- 
tor in a malpractice suit! In a university setting, complete 
records are essential to research, and in a hospital they 
may mean the difference between accreditation or non- 
accreditation. 

However, the elimination of the incomplete chart from 
the hospital scene is a real challenge. In a short-term hos- 
pital, where there are frequent cut-off dates, “current rec- 
ord” and “complete record” are practically synonymous 
terms. Yet in a long-term hospital, specifically a mental 
hospital, attaining completed records is only half of a diffi- 
cult responsibility. Records must also be maintained on a 
current basis for active-status patients whose charts must tell 
the story of their illness as recorded by several disciplines 
over long periods of time. And currency, in a continuing 
record, is as important as completion, especially when it con- 
cerns a patient whose treatment has been discontinued. 

Keeping these concepts in mind, the staff of the Western 
Psychiatric Institute and Clinic began an all-out attack on 
the menace of the incomplete record. We did it by cou- 
pling old methods with new attitudes. The new approach 
involved three steps: (1) chart writing was maneuvered 
into the learning area; (2) a number of physical changes 
were put into effect; and (3) we ignored conventional 
practice. 


Infiltrating The Education Process 


In maneuvering the charts into the learning area we re- 
peatedly stressed the importance of the medical record as 
necessary source material for teaching, treatment, and re- 
search. We knew that in order to accomplish the first phase 
of the program, we had to have a favorable reaction from 
our senior teaching staff. By including the staff in the plan- 
ning, and rightfully so, we attained goal number one. 

Medical record writing was emphasized in the study pro- 
gram as part of the resident’s training. His actual write-up 
of the patient's admission statement, mental status, case 
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formulation, and discharge summary was then analyzed by 
staff teachers, and a critique was held with the student. 

Our program has always been oriented to education and 
research; and the potential learning experience from rec- 
ords work has always been present. But as an isolated fac- 
tor it was not sufficient. It needed the structure and for- 
malization found in an educational assignment with aca- 
demic review. We were then able to realize the gains which 
had accrued for the student, the patient, and the hospital. 
Medical record preparation has now been given a niche in 
the psychiatric residency training program, along with 
lectures, seminars, and conferences. 


Necessary Physical Changes 


Step two necessitated making physical changes to comple- 
ment policy changes. As a start we discarded the secretarial- 
pool concept as too impersonal for those served. and too 
unsatisfying for those serving. However, we did retain the 
supervisory relationship of the medical records department 
and the medical secretaries. We then found an area of the 
hospital in which all inpatient-service residents could be 
located, with two receptionist-clerk-secretaries to control 
traffic (the same system of service and control is employed 
for outpatient residents). Dictating equipment was relocated 
in cubicles just beyond the secretaries. (Note that we also 
discounted the possibility of telephone dictation for the 
same reasons that we abandoned the secretarial pool.) 

A natural development of this decentralization was the 
creation of a physician-secretary relationship, which has 
proven to be two-way training. Each resident is now able to 
determine how he, personally, can best utilize the secretarial 
service. There are physicians who function better with a 
“right-arm” secretary who will arrange schedules, inter- 
views, sometimes do banking. etc.—releasing the doctor’s 
time for more important matters. Again, there are physi- 
cians who have a need to work independently. Thus, during 
the resident’s three years at Western Psychiatric Institute 
he can evaluate his own organizational methods, and plan 
for the future. 

Incidentally, our stenographic personnel are taught good 
secretarial routine. We have, on occasion, employed recent 
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graduates who are taking their first jobs. A knowledge 
of medical terminology and hospital routine is added to their 
daily experience. An effort is also made to give stenog- 
raphers sound, basic training. This is a side benefit from 
the experimental and educational environment which we 
have established in the management of our records. 


The Need For Nonconformity 


These two steps served only to set the stage for current 
records. Finally, we departmentalized our medical record, 
thereby breaking with tradition. The chart was divided into 
three sections: (1) the administrative; (2) the clinical: and 
(3) the therapeutic. 

The administrative section of our records consists of all 
legal forms, correspondence, and identification data. This 
material, placed in a temporary Manila folder, is filed in a 
medical record department immediately upon admission of 
the patient. 

Also initiated at the time of the admission is the first page 
of the clinical section of the record, which is sent on to the 
nursing station on the ward. Here, in addition to the doctor’s 
orders, nursing notes, and graphs. we file data which will 
be used by student nurses in writing case studies, ward 
conference reports. or various other assignments. Here also 
are all matters pertaining to any physical treatment of the 
patient during the course of his hospitalization for mental 
illness. This section of our record corresponds to the stand- 
ard record of hospitalization in a general short-term hos- 
pital. It stands complete as a medical record. 

The third and most important part of our three-part 
record is the therapeutic section, which is developed by the 
resident. It is kept by his secretary so as to be always avail- 
able to him and to other staff members for additions and 
review. This is the section of the record where the new 
approach is most significant. By means of group discussion, 
staff presentation of patient. interviews with the clinical 
director, and conferences with visiting psychiatrists, the new 
resident is guided in writing “sufficient data in sequence of 
events to justify the diagnosis and warrant the treatment and 
end results.” Here is where we assemble data for future 
research in the area of mental illness. 


Chronologically, the development of the therapeutic sec- 
tion of the record follows prescribed universal routine for 
psychiatric charts. The resident on admissions is respon- 
sible for the statement of admission which concludes with 
his impression of the patient’s diagnosis. Within 48 hours 
of the patient’s admission, the therapist dictates a mental 
status. If the patient’s condition permits. he will be pre- 
sented within the week at Ward Conference. The clinical 
director or a member of senior staff usually conducts this 
conference, dictating the findings to his secretary. The 
transcribed conference is then filed with the resident's thera- 
peutic section of the chart. 

When he has dictated the mental status, the resident, in 
his development of the record, works without typing serv- 
ice until he formulates the case. Writing the progress notes 
by hand is his responsibility. The intrinsic quality of time 
is reflected in the quality of the progress notes. The resi- 
dent is self-disciplined to record only relevant and meaning- 
ful facts. This is a major strength of the new program. The 
freedom previously inherent in dictating each interview 
tended to encourage verbosity. 

When the patient is discharged, a summary of at least 
one page and usually two pages closes the case. Two or 
three days in advance of discharge, a notice from the nurs- 
ing service alerts the medical records department and the 
financial office. When the discharge appears on the daily 
census sheet, the therapeutic and the clinical sections (with 
nursing notes) are automatically sent to the records depart- 
ment. There a clerk assembles the chart in its final perma- 
nent form. It is then placed on the medical record librarian’s 
desk to be quantitatively analyzed and prepared for the 
clinical director and the Medical Records Committee. The 
record of each discharged patient is reviewed in its entirety. 

As is true with any system. problems do occasionally arise, 
but with the enthusiastic co-operation of senior staff and 
the residents, we have been able to solve them. Although it 
may not be the best method of managing incomplete or 
current records, we are convinced that this method of 
approach is better than our former method. And it meets 
the pragmatic test—it teaches our graduates to keep current 
and complete records. 


SQUARE MEALS IN THE ROUND 


Mrs. Clarice Gullickson Taylor, professor of hotel and 
institution administration (left) and Dr. Katherine H. 
Fisher, associate professor of foods and nutrition of Penn- 
sylvania State University, admire the display version of Dr. 
Fisher’s “Nutrient Wheel.” Dr. Fisher designed the wheel 
to assist those responsible for food operations in planning 
meals to meet the basic nutritional needs of the consumer. 
The size of the actual wheel is less than 9 inches in 
diameter, and it can readily be used in determining por- 
ticns of protein, calcium, iron, vitamin A, thiamine, ribo- 
flavin, niacin, and ascorbic acid for each person per day. 
A chart on the reverse side of the wheel indicates the 
amount of each specific type food to be given to :nales and 
females according to age. The wheel was initially displayed 
at a conference of state representatives, who are concerned 
with the problems of feeding approximately 70,000 persons 
in institutions operated by the Commonwealth. 
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REVIEWS & COMMENTARY 


BOOK REVIEW 


CHANGING CONCEPTS AND PRACTICES IN PSY- 
CHIATRIC OCCUPATIONAL THERAPY—Proceed- 
ings of the Allenberry Workshop Conference on the 
Function and Preparation of the Psychiatric Occupa- 
tional Therapist; Allenberry Inn, Boiling Springs, Penn- 
sylvania. November 13-19, 1956. American Occupational 
Therapy Association, W. L. West, O.T.R., Editor. 1959. 


This is a report of a conference sponsored by the Ameri- 
can O.T. Association under a grant provided by the National 
Institute of Mental Health. It was planned and conducted 
along lines similar to the more recent A.P.A. Conference on 
Volunteer Services to Psychiatric Patients. 

A planning committee of the A.O.T.A. appointed ten pre- 
paratory commissions. each of which then devoted itself to 
nine months of intensive study of one particular aspect of 
the total problem. The results of the studies of the prepara- 
tory commissions furnished the material for discussion for 
the main conference. At this conference six workshop groups 
with a multidisciplinary composition drawn from the mem- 
bership of the preparatory commissions discussed assigned 
topics. 

Of the sixty people who attended the conference, forty- 
three were occupational therapists and the rest were drawn 
from the fields of psychiatry. social work, recreation, and 
other activity therapy areas. Thus. opportunity was created 
for all the professional groups who participate in treating 
psychiatric patients through the medium of activities, to 
discuss their mutual concerns and problems as they related 
to occupational therapy. 

Four main topics were selected for discussion. These 
were (1) Use of self as a therapeutic tool. (2) Use of groups 
and group techniques, (3) Use of techniques. and (4) 
Specific roles of the psychiatric occupational therapist. The 
education and preparation of the occupational therapist in 
psychiatry also received extensive consideration. 

As a direct result' of the conference a series of meetings 
was held by representatives from nine national organizations 
who are concerned with activity therapies for psychiatric 
patients. This Interdisciplinary Study Group recommended 
formal and ongoing collaboration of these organizations. 

The report of the Allenberry Conference is in book form. 
It is obvious that much worthwhile and stimulating discus- 
sion occurred and the editors have tried to include it all. 
The result makes for somewhat difficult reading with some 
repetition and considerable detail. But the book does furnish 
an excellent synopsis of present thinking and trends in 
psychiatric occupational therapy, and probable pathways 
into the future. 

The keynote address by Dr. Elvin Semrad and Dr. Max 
Day of Boston opens with the statement, “We take the atti- 
tude that a total treatment program for psychiatric patients 


is basically and primarily a psychotherapeutic program. All 
other medical treatments are merely adjunctive to it.” The 
conference follows this line and much time was devoted to 
those engaged in activity therapies. A firm foundation is 
thus laid for the profession of occupational therapy. 

The book is “must” reading for hospital psychiatrists and 
activity therapists. Others who work with psychiatric 
patients will be interested in the new developments and 
trends discussed at the conference. On the whole, psychiatric 
O.T., whether or not it enters the broad area of “activities 
therapies.” seems to have a promising future. 


Lucy D. Ozarin, M.D. 


CONFERENCE REPORT 


Training Physicians in Psychiatric Principles 


How does the general practitioner meet his patient’s grow- 
ing demand that he treat both mind and body? What 
responsibility has the psychiatrist to help the GP become 
psychiatrically more sophisticated? How do busy GP and 
busy psychiatrist get together to train the GP? And what 
does the psychiatrist teach, and how? 

These and related questions were the concern of a recent 
convocation of psychiatrists, general practitioners, medical 
school educators, state mental health directors and legisla- 
tors. Called by the Southern Regional Education Board in 
Atlanta on October 8 and 9, the group discussed the physi- 
cian’s responsibility in mental health. problems and practices 
in the training of the physician, resources for such training, 
and methods of evaluating such training. 

The group agreed generally that the public expects the 
GP to treat emotional as well as physical ills, but that the 
GP needs more preparation to give such treatment, and that 
the whole business of training him is so new that no one 
knows much about it. In general, the participants preferred 
a training plan that has the psychiatrist and GP getting 
together regularly for short periods, rather than just once 
in an extended formal didactic course. The psychiatrist can 
use didactic lectures to give the GP theoretical orientation, 
but real learning happens in the seminar. in face-to-face 
discussions between psychiatrist and GP. in the psychiatrist’s 
consultant report to the GP about his patient, and in similar 
recurring give-and-take circumstances. 

The psychiatrist is not fully exploiting the wealth of 
resources available to facilitate the training of the GP. These 
resources include state hospitals, psychiatric wards in gen- 
eral hospitals, community mental health clinics, and even 
the offices of psychiatrists in private practice. 

The group expects more and more training to occur as 
more and more psychiatrists and GP’s realize the need. 


49 


47 
- 
- 


NEW PRODUCTS 


One of the features of this year’s Mental Hospital Insti- 
tute was the new commercial exhibit program and this 
month I'd like to comment on several of the products shown. 
I have not, of course, had time to test any of these products, 
but they do seem worthy of mention. 


Coffee Builder and Dehydrated Foods 


State Products, Inc., a food company, displayed a coffee- 
builder call Rich Blend which could be a money saver for 
the food service department. One ounce of this product 
mixed with one pound of regular coffee furnishes the equiva- 
lent of two pounds of coffee. The cost of the product is only 
11 cents an ounce. The taste of the mixture is excellent and 
is indistinguishable from the finest brew of coffee. The 
manufacturer suggests that the users of the product also 
buy a cement mixer for mixing large quantities. A suitable 
mixer can be bought from Sears & Roebuck for under $60. 


The same company also exhibited dehydrated foods. One 
very palatable item on display was chow mein which can 
be purchased for less than 10 cents a seven-ounce serving. It 
can be served with rice, a good economy dish for hospitals. 
Furthermore, it is easy to store and does not spoil. For 
information on the above products write to State Products, 
Inc., P.O. Box 296, Atlantic City, New Jersey. 


Laundry Cart Liner 


The Charles Sales Company displayed a variety of clothing 
and laundry equipment made from surplus cloth and canvas. 


More Vitamin C than in Fresh 
or Frozen Orange Juice! 


INSTANT 


ORANGE BREAKFAST DRINK 
GRANULES 


Otiuxe instant 
ORANGE 
BREAKFAST DRINK 
GRaNnuLes 


Each 4-oz. serving contains more .° 


than 70 milligrams of Vitamin C. -° 
Nothing to add but water 

High Nutrition—Low Acidity 
So easy to prepare! A 2-Ib. 
vacuum-packed tin of the 


fast Drink Granules 


make our-ounce 

servings ... deli- . FROTHY 

cious, nutritious 
GRANULES 


and economical! 
e —in 15 delicious flavors (Orange, 
° Lemon, Lime, Grape, Pink Lemon, 


WRITE Fruit Punch, Orange Pineapple, etc.). 
fer * An 8-oz. serving contains 30 milligrams 
complete of Vitamin C (and 4000 U.S.P. Units of 


Vitamin A in some flavors). The 10-oz. jar 
* _makes 7 gallons of beverage for less than 
« 2¢ an 8-oz. glass! 


ALLEN FOODS, INC. 
Finer Foods for Hotels and Institutions 
4555 GUSTINE « ST. LOUIS 16, MISSOURI 
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One noteworthy item was a laundry cart liner. with a flap- 
over of about 12 inches, which can be closed like a box top 
and tied with string. There are reinforced canvas handles 
on the sides for easy handling and removal to free the cart 
for use elsewhere. The liner can be used for dirty or clean 
linen and can be washed as often as necessary. The com- 
pany will make the liner to fit any size cart. A 12-bushel 
liner can be made and delivered for $4.00 not including the 
cost of the material, which can be obtained by hospitals 
from their state agency for surplus property. For informa- 
tion write to Charles Sales, Co., 156 Carter Street. Chelsea 
50, Mass. 


Tray-chair for Geriatric Patients 

Karoll’s Inc., aside from its regular line of furniture and 
clothing, showed a new tray-chair made especially for geri- 
atric patients. The chair, which is mounted on casters for 
easy mobility, is equipped with a high-chair type tray de- 
signed to be used by the patient for eating meals, writing 
letters, playing games, etc. Comfortably upholstered in 
Karoll’s stain-resistant Syko material or standard leather- 
ette, and equipped with rear wheel brakes, the chair sells 
for under $70. Address inquiries to Karoll’s Inc.. Institu- 
tional Division, 32 North State Street, Chicago 2, Ill. 


Collapsible Draperies 
Payne & Co. demonstrated their new Safe Snap Tape and 
Track Assembly for draperies. Instead of the usual method 
of attaching the drapes to a rod with rings or hems and 
having the entire assembly give way under stress. this man- 
ufacturer has designed an assembly with grippers so that 
only the drapes come loose. This offers an additional safety 
advantage in that if a patient pulls the drapes loose the rod 
assembly doesn’t fall. Write Payne & Co., Dayton. Ohio. 
Alexis Tarumianz 


FILM REVIEWS 


Film Programs at the Mental Hospital Institute 


“Early bird” film showings (7:15 to 9 a.m.) outdistanced 
late afternoon film programs in popularity at the 11th Men- 
tal Hospital Institute in Buffalo. Tuesday, Wednesday, and 
Thursday morning programs brought out a total audience 
of almost 175 persons, who also enjoyed free coffee and 
doughnuts. 

Films shown included: CLOTHED IN COLOR, NO MAR. 
GIN FOR ERROR, THE FACES OF DEPRESSION, and 
AS YE SOW, all of which have been previously reviewed 
in MENTAL Hospirats. Also included were HANDS, a 28- 
minute color film produced by the Nebraska Psychiatric 
Institute, and two parts of a television series entitled THE 
HURT MIND, sent to us by the British Broadcasting Cor- 
poration. 

The most popular films in terms of size of audience as 
well as comments received were THE FACES OF DEPRES- 
SION and HANDS, which will be reviewed at length in an 
upcoming issue of MENTAL HospPItTALs. 

The staff of the Mental Health Materials Center wishes 
again to thank the film audiences for their conscientious 
and helpful evaluations of the films. 

Jack Neher 
Mental Health Materials Center 
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NEWS NOTES 


“Aging Study” Available 


A copy of the Report on Patients Over 
65 in Public Mental Hospitals may be 
obtained from the Publications Depart- 
ment of the A.P.A. for $1. Please enclose 
cash with your request. 

Those who attended the llth Mental 
Hospital Institute will recall that this 
A.P.A. study, which afforded the basis for 
many of the discussions on the problems 
of the aging, is concerned with statistical 
data on patients over 65, as well as with 
the opinions of superintendents of public 
mental hospitals as to how the care of 
such aging patients can be improved. 

Statistical data include number of pub- 
lic mental hospital patients over 65 by sex 
and diagnosis; length of time such pa- 
tients have been resident in the hospital 
by sex and principal diagnosis; and the 
number of patients over 65 on the hospital 
books but living out of the hospital, by 
type of residence—i.e. nursing home, fos- 
ter home, own home, etc. 


Film Discussion Guides Offered 


Last spring, M.H.S. distributed as a 
Supplementary Mailing copies of a dis- 
cussion manual on the four films BROKEN 
APPOINTMENT, BITTER WELCOME, 
MAN TO MAN, and WORKING AND 
PLAYING TO HEALTH. This discus- 
sion manual was designed for staff use in 
mental hospitals and for instructors work- 
ing in training centers for psychiatric per- 
sonnel in all disciplines. 

Much interest has been expressed in 
the manuals and the Film Board will be 
glad to send additional copies upon re- 
quest. If you are a director of nursing, a 
chief social worker. or a head occupa- 
tional therapist, and do not have a copy 
in your files, please write directly to: The 
Mental Health Film Board, Inc.. 166 East 
38th Street, New York 16, N. Y. 


SKF Fellowships Awarded 


The Smith Kline and French Foundation 
Fellowship Committee of the American 
Psychiatric Association met on October 30, 
1959 in Detroit, Michigan. One important 
item on the agenda was the awarding of 
the newly-created “Seymour D. Vestermark 
Fellowships” to 15 medical students at the 


following institutions: Wayne County 
(Mich.) General Hospital, 1; South Flori- 
da State Hospital, 2; Louisiana State Uni- 
versity School of Medicine, 1; Wyoming 
State Hospital, 2; University of Illinois 
College of Medicine, 2; Sonoma (Cal.) 
State Hospital, 2; Georgetown University 
Hospital, Washington, D. C., 2; Traverse 
City (Mich.) State Hospital, 2; Stanford 
(Cal.) University School of Medicine, 1. 
A Residency Training Fellowship grant 
was made to the Montana State Hospital. 

The Committee also set aside the sum of 
$1,000 for the best doctorate (Ph.D.) 
thesis on a biological and/or chemical 
subject pertaining to mental diseases. This 
award will be known as the “George N. 
Raines, M.D., Thesis Award” in honor of 
the late chairman of the department of 
psychiatry at Georgetown University, 
Washington, D. C.. and chairman of the 
SKF Fellowship Committee of the A.P.A. 


PEOPLE & PLACES 


HERE & THERE: Dr. Lewis L. Rob- 
bins has been appointed medical director 
of Hillside Hospital, Glen Oaks, N. Y. Dr. 


Robbins was director of the department of 


_adult psychiatry at Menninger Founda- 


tion, Topeka, Kansas. He succeeds Dr. 
Joseph S. A. Miller, who retired to re- 
turn to private practice. 

Dr. Rheba Edwards, superintendent of 
Western State Hospital. Ft. Supply, Okla., 
has been appointed acting director of the 
Oklahoma State Department of Mental 
Health. Dr. Edwards succeeds Mr. Rob- 
ert J. Willoughby, who was acting di- 
rector following the recent resignation of 
Dr. Hayden H. Donahue. Mr. Wil- 
loughby died of a heart attack early in 
September. Dr. Wayne J. Boyd, pres- 
ent clinical director and assistant super- 
intendent, will become superintendent of 
Western State Hospital. 

Dr. Frank B. Hogle, who was as- 
sistant superintendent of the Logansport 
(Ind.) State Hospital, has left there to 
enter private practice in Lafayette, Ind. He 
will be associated with Dr. Philip B. 
Reed. 

Dr. Reynold A. Jensen, professor of 
child psychiatry at the University of 
Minnesota. has taken a sabbatical leave 


to study child psychiatry techniques. fa- 
cilities, and research programs in Europe. 
During the academic year 1959-60, he will 
be replaced by Dr. Leo Kanner, profes- 
sor of child psychiatry at Johns Hopkins 
Hospital, Baltimore, Md. 

Dr. Clement C. Vickery, who was in 
the first class at Topeka State Hospital to 
receive training in the Kansas five-year 
psychiatric residency training program, 
has been named by Dr. George W. Jack- 
son, state director of institutions. as su- 
perintendent of Kansas Neurological In- 
stitute in Topeka. This new institution, 
using the buildings and grounds of the 
old Winter VA Hospital, is Kansas’ third 
state institution for the care of mentally 
retarded patients. 

In Kentucky, Dr. M. S. Akaydin be- 
came clinical director of Western State 
Hospital, Hopkinsville; Dr. Karl Dos- 
kocil, clinical director of Kentucky State 
Hospital, Danville; and at Eastern State 
Hospital, Dr. W. E. Rich was appointed 
acting clinical director, and Dr. Ben A. 
Finklestein, acting chief of staff. 

Changes at the National Association for 
Mental Health headquarters in New York: 
on September 1, Mr. Lawrence J. Linck 
assumed his new duties as executive di- 
rector of NAMH. Mr. Linck formerly 
headed the National Society for Crippled 
Children and Adults; and on December 
1, Dr. George S. Stevenson retired as 
national and international consultant for 
the association. 

Dr. Cecil Baker, the superintendent of 
Yankton (S. D.) State Hospital, will leave 
the hospital on January 1 to set up private 
practice in Bismarck, North Dakota. No 
replacement has been announced so far. 
CANADA: Dr. Archibald McCaus- 
land, who since 1934 has been associated 
with the Ontario Hospital, London, Can- 
ada, and its superintendent since 1953, 
retired in September. 

Miss Lillian Romkey, co-ordinator of 
Adoption Services, Province of “Nova 
Scotia, has been made a Fellow of the 
American Association of Mental Deficien- 
cy in recognition of her outstanding serv- 
ice in the interest of retarded children. 
OBITUARY: Dr. Irvin B. Hill, super- 
intendent of Oregon Fairview Home, 


Salem. died on August 17. 
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HAVE YOU HEARD ? 


RESEARCH & GRANTS: The National 
Association for Mental Health has re- 
cently made public its second list of grants 
directed toward expansion of its research 
program. Grants were given to eight re- 
search scientists, thus bringing to better 
than $98,000 the amount allocated by the 
NAMH research committee for a total of 
thirteen projects, since its inception a year 
ago. 


sociate professor of pediatrics, Dalhousie 
University, Halifax, N.S., and his asso- 
ciates are studying the relationship of 
amino acids and protein metabolism to 
mental retardation and/or convulsions in 
infants and children. Because of the 
large number of cases of mental retarda- 
tion and convulsive disorders present in ali 
communities. it is hoped that this study 
will help in siphoning off a particular 
group of cases that may be recognized 
early and therefore prevented or improved 
by appropriate therapy. 


In Canada, Dr. William Cochrane, as- 


Boston University School of Medi- 


QUARTERLY HOSPITAL PROFESSIONAL CALENDAR 
AMERICAN PSYCHIATRIC ASSOCIATION 


Annual Meetings: 
1960 May 9-13, Convention Hall, Atlantic City, N. J. (116th) 
1961 May 8-12, Morrison Hotel, Chicago, Ill. (117th) 


1962 May 7-11, Royal York Hotel, Toronto, Canada (118th) 
1963 May 13-17, Ambassador Hotel, Los Angeles, Cal. (119th) 


Mental Hospital Institutes: 
1960 Oct. 17-20, Hotel Utah, Salt Lake City (12th) 


1961 Oct. 23-26, Hetel Fontenelle, Omaha, Neb. (13th) 
1962 Sept. 24-27, Hotel Americana, Miami Beach, Fla. (14th) 


Other: 
Recionat Researcu Meetine (Joint Meeting with A.A.A.S.), Dec. 28-29. Chicago. 
Ill. (Ing. Eugene L. Bliss, M.D., General Hospital, Salt Lake City. Utah.) 


Recionat Researcu Meetine, Jan. 13-14, La. State University, New Orleans. (Inq. 
Charles Watkins, M.D., Louisiana State University, New Orleans.) 


OTHER PROFESSIONAL ASSOCIATIONS 

AMERICAN ASSOCIATION FOR THE ADVANCEMENT OF Science, Annual Meeting, Dec. 
26-31, Hotel Morrison, Chicago, III. 

TerritortAL MenTAL HEALTH AUTHORITIES CONFERENCE, Jan. 6-8, Wash- 
ington, D. C. 

American Group PsycHoTHErapy AssociATION, Jan. 27-30, Henry Hudson Hotel. 
New York City. 

INTERNATIONAL ASSOCIATION FOR CHILD PsYCHIATRY AND ALLIED Proressions (Work 
Conference of International Preparatory Commission), Feb. 7-13. (Ing. Gerald 
Caplan, M.D., 55 Shattuck St., Boston, Mass. ) 

oF Catuotic Psycuiatrists, 11th Annual Meeting, Feb. 8-10, St. Louis, Mo. 

InstituTE FoR Menta Hospitat Directors oF VOLUNTEERS (offered by the National 
Association for Mental Health in cooperation with the Menninger Foundation 
and the Topeka State Hospital), Feb. 8-19, Topeka, Kan. 

AMERICAN ASSOCIATION OF PsycHIATRIC CLINICS FOR CHILDREN, Annual Meeting, Feb. 
23, Chicago, Ill. 

— -_— Rock VA Hospirat, 12th Annual Institute, Feb. 25-26, N. Little Rock. 

rk. 

AmerICAN OrnTHOPSYCHIATRIC AssociATION, Annual Meeting, Feb. 25-27, Hotel Sher- 
man, Chicago, Ill. 

Nationa Heattu Councit—National Health Forum, Mar. 15-17, Carillon Hotel, 
Miami Beach, Fla. 

American AcapeMy oF GENERAL Practice, Annual Meeting, Mar. 19-24, Philadel- 
phia, Pa. 

NaTIonaAL Councit oN ALCOHOLISM, Annual Meeting, Mar. 23-25, Statler-Hilton 
Hotel, New York City. 

American Psycuosomatic Society, Annual Meeting, Mar. 26-27, Sheraton-Mt. Royal 
Hotel, Montreal, Can. 

Waite House ConrereNcE ON CHILDREN, Mar. 27, Washington, D. C. 
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cine and Boston State Hospital are 
jointly conducting research projects to re- 
duce the number of patients admitted to 
mental hospitals. The projects call for 
psychiatric home treatment and a study of 
alternatives to the hospitalization of aged 
patients. Both projects are financed by 
grants from the National Institute of Men- 
tal Health. 

The creation of the Harding-Evans Foun- 
dation for research and education of pro- 
fessional persons in the field of mental 
health was announced last summer by the 
Harding Sanitarium, Worthington, 
Ohio. 


COMMUNITY RELATIONS: Modesto 
(Cal.) State Hospital has in recent 
months intensified its “CARD” program 
(Community Agency Resources Develop- 
ment). “Encouragement and assistance to 
public health, education, welfare, and other 
agencies as powerful preventive agencies” 
(Point 5 of the 8-point informal program 
outlined by the Director of the Department 
of Mental Hygiene) has received particu- 
lar attention. Conferences, workshops, and 
talks have been held for various community 
organizations during the past few months. 
The most recent of these was held at the 
hospital and consisted of a series of six 
sessions for county probation and parole 
officers in order to familiarize them with 
the hospital proper, its staff, and its 
program. More intimate contacts have been 
established between the hospital and other 
social agencies such as Family Service 
Agency, County Welfare Departments, 
Visiting Nurse Association, etc., in an effort 
to pool resources and knowledge and to 
find a more effective solution to problem 
situations as they begin to develop. 


EDUCATION: A North Carolina loan 
program for medical students in psy- 
chiatry is under way. The first of eleven 
students receiving $1.900 a year to pursue 
psychiatric studies completed his initiai 
training in the spring of 1959. Recipients 
cen repay loans by working in state hos- 
pitals—$1,900 to be deducted for each 
year of state service. 

A graduate school of psychiatry de- 
voted to basic and advanced psychiatric 
education of medical personnel of the 
state of New York was recently opened by 
the Department of Mental Hygiene in one 
building of Manhattan State Hospital. 
Operating on a three-year training basis, 
the school provides instruction for physi- 
cians who contemplate a career in public 
psychiatric hospitals or in community men- 
tal health clinics. This program is also 
looked upon as a recruiting measure for 
psychiatric personnel for the department 
and a means of insuring the specific 
training required for these positions. 
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SQUIBB ANNOUNCES 


once day 
dosage for 
the psychiatric 
patient 


Prolixin 


Squibb Fluphenazine Dihydrochloride 


Prolixin is a new, exceptionally effective behavior modifier with sustained and prolonged 
action for your psychiatric patients. Its extended action, permitting a single daily dose, 
has been thoroughly demonstrated in clinical trials.1.2 

Prolixin is particularly useful in the management of acute and chronic psychotic states 
characterized by agitation, excitement, explosive behavior and turbulence — in such 
conditions as schizophrenia, mania, psychoses due to organic brain disease, and senile 
psychoses. 

Providing lowered toxicity and maximum economy, Prolixin not only elicits a greater 
therapeutic response but also affords improvement in many patients previously refrac- 
tory to other phenothiazines. This is true whether the mental disorder is of short or long 
duration. 

The usual extrapyramidal symptoms encountered with other potent phenothiazine deriv- 
atives have been reported.!3 Less common effects have been hypotension,* drowsi- 
ness,° agitation,” restlessness,4 and anorexia.© Side effects have disappeared with 
reduced dosage or temporary discontinuance of the drug.2:5:6 — ‘prom is « squiee TRADEMARK 


SQUIBB 


Squibb Quality- 


e: Optimum dosage levels vary from patient to patient and must be de- 
termined individually. Most patients may be maintained on 1 mg.— 5 mg. daily, 
Supply: 1.0 mg., 2.5 mg., and 5 mg. tablets. References: 1. Taylor, !.J.: Clin. Res. 
Notes 2:1 (Aug.) 1959. 2. Morrow, L.L.: Clin. Res. Notes 2:8 (Aug.) 1959. 3. 


Darling, H.F.: Dis. Nerv. System 20:167 (April) 1959. 4. Niswander, G.D., and the Priceless 
Karacan, |.: Dis. Nerv. System (In Press). 5. Freed, J.E.: Clin. Res. Notes 2:12 s 
(Aug.) 1959. 6. Weiss, I.1.: Clin. Res. Notes 2:12 (Aug.) 1959. 7. Stevenson, L-E.: Ingredient 


Clin. Res. Notes 2:10 (Aug.) 1959. 
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the centuries, one of the areas 

MOst inaccessiBle tO TREATMENT has BEEN SEpReEssion. 


For the modern treatment of depression 
A new drug from Pfizer research 


® 
Ni AM a specific for depression 
ANS 


brand of nialamide 


When NIAMID is used as an adjunct to psychiatric procedures, patients become 
more accessible and more manageable. 


« Clinically effective in a broad range of depressive syndromes. 
« Frequently effective in regressed patients in whom other therapy has failed. 
« Favorable behavioral changes reduce the need for electroshock therapy. 


* A high degree of safety already proved in several thousand patients — NIAMID has not been 
reported to cause jaundice, agranulocytosis, Parkinson-like extrapyramidal symptoms or 
visual disturbances, and hypotensive effects have rarely been noted. 


Side effects are infrequent and mild, and often lessened or eliminated by a reduction in dosage; 
NIAMD acts slowly, without rapid jarring of physical or mental processes. 


NIAMID is available as 25 mg. and 100 mg. tablets; complete references, literature and additional pro- 
fessional information may be obtained from the Medical Department, Pfizer Laboratories, Division, 
Chas, Pfizer & Co., Inc., Brooklyn 6, N. Y. 


Phize? Science for the world’s well-being™ 
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inhibitor 


not 


Inhibit monoamine oxidase either in 
brain or liver with its associated risks 


Produce dangerous potentiation of other 
drugs such as barbiturates and alcohol 


Act by producing undesirable central 
nervous stimulation leading to agitation 
and excitement 


Cause disturbance of color vision 


The efficacy of Tofranil is attested by more than 50 


published reports and confirmed by clinical experi- a 
ence in more than 50,000 cases. 
Detailed Literature Available on Request. 


Geigy, Ardsley, New York 
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PROVEN EFFECTIVE 
FOR THE TENSE AND 
NERVOUS PATIENT 


“There is perhaps no other drug introduced in 
recent years which has had such a broad spec- 
trum of clinical application as has meproba- 
mate.* As a tranquilizer, without an autonomic 
component in its action, and with a minimum 
of side effects, meprobamate has met a clinical 
need in anxiety states and many organic ciareses 
with a tension component. 9? 


Krantz, J. C., Jr.: The restless 
patient — A psychologic and 
pharmacologic viewpoint. 
Current M. Digest 

25:68, Feb. 1958. 


‘Milltown: 


the original meprobamate, discovered and introduced by 
Gi) WALLACE LABORATORIES, New Brunswick, N. J. 
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